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CAESAREAN SECTION UNDER COCAINE 
ANAESTHESIA. 


By W. J. SINCLAIR, M.D., 


Professor of Obstetrics and Gynzcology, Owens College, Manchester. 


THE chief interest of the case to be recorded lies in the complete 
success of the method of producing anesthesia with the object of 
performing Cesarean section, as far, at least, as the surgical proceed- 
ings were concerned. The facts of the case are also of considerable 
interest. 

Mrs. B., aged thirty-nine, alleged to have been recently married, 
was sent to the Manchester Maternity Hospital early in May, rgor, 
from Preston as a case suitable for Czsarean section. The most 
obvious deformity was considerable shortening of the left leg, owing 
to infantile paralysis, which came on when the patient was seventeen 
months old. Pregnancy was near full term, and the patient suffered 
from chronic bronchitis, occasional attacks of asthma, and some 
indefinite affection of the heart, probably alcoholic. 

On detailed examination, it was ascertained that the mass of the 
pregnant uterus was high in the abdomen, and exceptionally promi- 
nent. The intercristal diameter was 84 inches, and the intraspinous 
gi inches. Per vaginam examination showed the pelvis to be de- 
formed obliquely, chiefly owing to want of development of the left 
half. The longest pelvic diameter at or about the brim was 3} inches; 
it was no regular diameter, but largely oblique. The os uteri was 
lying far back near the promontory of the sacrum, and could be 
reached with difficulty. A bony mass appeared to project into the 
lumen of the inlet, as if the bone were pushed inwards; but the 
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dimensions were small in proportion to the rest of the pelvis, and 
want of curve owing to arrested development may have given the 
impression of projection inwards. 

The muscular system of the left lower extremity was wasted and 
toneless. The joints appeared to be exceptionally supple. This limb 
was 3 inches shorter than the right. The foot was in a position of 
equino-varus, and an enormous callosity had formed on its outer 
margin. | 

The foetal heart-sounds were heard to the left higher in the 
abdomen than usual in a primigravida. Beats, 156 per minute. 

It was evident that a living child could not be extracted through 
this deformed pelvis, and as the patient had come for the purpose of 
undergoing operation, it was decided to perform Cesarean section 
just before labour was expected. 

The chief danger appeared to exist in the patient’s chest symp- 
toms. Previous experience in this operation led us to fear an attack 
of acute broncho-pneumonia from the adminfstration of chloroform 
or ether. It was therefore decided to inject a solution of cocaine in 
the subarachnoid space, according to the method now generally 
recognised. 

The operation was performed on May 11, 1901, with the assist- 
ance of Dr. John Scott, Dr. Arnold Lea, and Dr. Fothergill. At 
g.30 a.m. + grain of morphia was injected hypodermically. The 
object was to render the patient apathetic, and to modify the pain 
from the wound until a general anesthetic could be administered if 
‘cocainization ’ partially failed to produce the desired effect. 

Dr. John Scott acted as chief assistant; Dr. Lea injected the 
cocaine solution, and the notes include his description of the pro- 
ceedings; Dr. Fothergill assisted and described the operation. 

Operation.—Cocaine injected 10.16; operation begun 10.30; 
operation completed 11.1. 

Dr. Lea’s description is as follows: ‘The skin of the lower 
lumbar region was carefully cleansed with soap and water, followed 
by turpentine and ether. The spine of the fourth lumbar vertebra 
was taken as a fixed point; this lies along a line between the highest 
points of the iliac crests. The patient was placed in a sitting position, 
inclining forwards as far as possible, with the arms folded in front of 
the chest. The needle was now inserted 4 inch to the left of the 
fourth lumbar spine and plunged inwards, slightly inclining towards 
the middle line. A needle about 4 inches long, with a short point, 
was used as recommended by Tuffier. The needle entered the sub- 
arachnoid space between the lamine of the fourth and fifth lumbar 
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vertebrz, and cerebro-spinal fluid exuded drop by drop. The syringe, 
previously filled with 2 c.c. of a 2 per cent. sterilized solution of 
cocaine, was now attached, and the solution very slowly injected. The 
needle was then withdrawn and the puncture closed by collodion. This 
proceeding caused no pain beyond the momentary puncture of the 
skin. Four or five minutes after the injection the patient felt nausea, 
and vomited two or three times; this, however, soon ceased, and she 
expressed herself as feeling comfortable. Ten minutes after the 
injection complete anesthesia had been induced, and the operation 
was commenced.’ 

It may be added that very soon after the injection the patient 
complained of pain in the lower extremities. The pain would 
apparently have been rather severe but for the morphia injected 
three-quarters of an hour before. She kept murmuring, ‘Oh, my 
legs!’ until after the operation was begun. 

Dr. Fothergill, after referring to the injection of cocaine, writes : 
‘The vomiting was not repeated, although the patient complained of 
a feeling of nausea once or twice during the operation. The patient’s 
eyes being bandaged and her ears plugged with cotton-wool, the 
abdominal region was prepared exactly in the manner adopted under 
ordinary circumstances. On this occasion the membranes were not 
ruptured before the operation for the purpose of reducing the bulk of 
the uterine mass. At 10.30 the abdominal incision was made, and 
the uterus being quickly brought into view, it was observed that the 
anterior wall was covered with a plexus of large veins, and it was 
consequently anticipated that the placenta would be found in this 
situation. The uterus was not drawn out through the wound, but 
after the insertion of sponges above it and at each side within the 
abdominal cavity, an elastic tube was passed round it and held ready 
for tightening if required. The uterus was now pushed towards the 
abdominal wound, and held firmly by a hand on each side. An 
incision a little over 4 inches in length was then made in the middle 
third of the anterior uterine wall in the middle line. The placenta 
was cut into in the central portion of the wound; there was free 
hemorrhage. The placenta having been quickly torn out of the 
way, the child was found to be lying with the head well down in 
the lower segment of the uterus. It was at once extracted without 
any laceration of the uterine wall. The elastic tube was now drawn 
tight, and the removal of placenta and membranes was carefully 
completed. 

‘The uterine wound was next closed by means of numerous deep 
sutures of fine silk and superficial sutures of catgut. During the 
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introduction of the sutures the uterus remained dark-coloured and 
atonic. On slackening the tube after completion of the suturing of 
the uterine wound, the organ rapidly changed colour, became red, 
recovered tone, and contracted firmly. 

‘The abdominal wound was closed with deep silk and superficial 
silkworm-gut sutures, and when closed was found to measure II cm. 

‘The patient’s condition during the whole operation was very 
good. She complained of thirst once or twice, and had a few gulps 
of brandy and soda-water from a feeder. The skin in the umbilical 
region was extremely tough, and the passing of sutures through it 
formed a complete demonstration of the fact that complete anesthesia 
had been produced. The patient never once complained of pain. 
The operation was finished at 11.1 a.m,, having occupied thirty-one 
minutes. 

‘Child, female; length, 18 inches; weight, 54 pounds. Dimen- 
sions of head: O.M., 5 inches; O.Fr., 42 inches; S.O.B., 34 inches; 
Bi.P., 3} inches; Bi.T., 2% inches; circumference, 13} inches.’ 

There are a few points in the case mentioned in the nursing notes 
which are worthy of notice. They appear to point to certain by- 
effects of the cocaine upon the spinal cord. It may be assumed all 
through that morphia was administered whenever required to prevent 
undue suffering. 

Pain and Movement.—There was severe headache for the first 
seven or eight hours after the operation ; this was relieved by cold 
applications to the head. The patient’s hands quivered for the first 
seven hours. She could not see anything distinctly for about two 
hours, and she saw ‘two of everything’ for about forty-eight hours. 
She was unable to move her legs for about six hours after the 
operation. 

Sickness.—Patient vomited five times during the first six hours; 
was then free from vomiting for thirty-two hours. Vomiting then 
became persistent for twenty-six hours. It then ceased for twenty- 
one hours, after which it returned and continued for nineteen hours. 
After the bowels were well moved the vomiting ceased. The vomit 
consisted only of glairy fluid with an acid reaction. 

Bowels.—No flatus passed for forty hours. Calomel hourly in 
I-grain doses up to 5 grains, followed by sulphate of magnesia and 
enemata, during second day. Enormous distension of the abdomen 
without pain; much flatus passing. Bowels did not act thoroughly 
well till the morning of the fifth day. Meteorism and passing of 
flatus continued for a week. 

Temperature.—Slight rise almost immediately after the operation ; 
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in five hours it was ro1°. It then gradually fell to normal, and 
remained so for sixteen hours. There was then a rising and falling 
for six days from 99° to 100°; after that normal. 

Pulse.—It quickened during the operation, and varied from 100 
to 118 for nine days. It then gradually slowed down to normal rate. 

Urine.—Sugar (lactose) reaction from first specimen obtained by 
catheter after the operation. (Notes defective.) 

Lochia.—Slight blood-stained discharge for three days. No lochia 
in the sense observed in ordinary puerperium. On the twelfth day 
slight amount of something resembling pus, quite odourless. 

Breasts—No appreciable amount of milk at any time. It was 
never thought worth while to put the child to the breast. 

The case after operation was quite eventless from the surgical 
point of view. During convalescence, in answer to the questions of 
a medical visitor regarding pain during the operation, the patient 
said: ‘I just knew they were doing something at me, and that was 
all.’ Mother and child left hospital well. 

A curious social circumstance is mentioned in the notes. The 
patient was the fourth wife. The three first wives of her husband 
died in child-bed! 
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TWO CASES OF PELVIC DERMOIDS. 


By G. ERNEST HERMAN, M.B. Lonp., F.R.C.P., 


Senior Obstetric Physician to the London Hospital; Past President of the Obstetrical 
Society of London, 


THESE two cases are examples of non-ovarian pelvic dermoids, or 
at least what appeared to be such. 

It may be suggested that in one case a small piece of ovarian 
tissue was left behind in the pedicle, and that the dermoid grew in 
this fragment; and in the other case that the dermoid was originally 
ovarian, but had become detached from the ovary, which was the 
place of its birth. 

The cases present some other features of interest : 

CasE I.—A patient, then aged twenty-eight, came to the London 
Hospital in 1886. She had had three children, born when she was 
aged twenty, twenty-one, and twenty-two. She said that since her 
last child she had been getting ill with ‘ floodings’ and swelling of 
the abdomen. The uterus was found to be so large that it reached 
to the umbilicus. The diagnosis made was that the enlargement 
was due to fibroids, and it was then considered that the best treat- 
ment would be to remove the ovaries. On October 26, 1886, with 
that object, I opened the abdomen. Ascites was found present, 
and the parietal peritoneum and bowels were freely studded with 
tubercles. The right ovary and tube were pulled up, and removed 
in the usual way. Search was then made for the left ovary, but 
it wes so embedded in adhesions that I was quite unable to identify 
it. The patient made an uneventful recovery. Her weight when 
she left the hospital was 8 stone ro pounds. 

She came back to the London Hospital on February 13, rgor. 
She said that after the operation she had menstruated regularly, the 
flow lasting five days, and being what she considered normal in 
amount, until the beginning of the year rgo0. Since then she had 
been gradually losing more and more with each menstruation, and 
since Christmas, 1900, had been losing almost continuously. She 
had also suffered from bearing-down pains, at first occasional, but 
during the last month almost continual, and her abdomen had been 
getting larger. Her weight was 13 stone 12 pounds. 

There was a hernia in the scar of the operation wound, the recti 
being widely separated, and a tumour was felt reaching nearly to 





Herman: Pelvic Dermoids 227 


the umbilicus, but the presence of the hernia prevented its exact 
definition. 

@n February 20, rgor, I re-opened the abdomen in the line 
of the former incision. The tumour felt was found to be a 
dermoid cyst attached to the right cornu of the uterus. It was 
ruptured in being brought outside, and the characteristic oily fluid 
escaped. Its pedicle was tied, and it was removed. The uterus 
itself was about the size of one three months pregnant. The left 
ovary and tube were only slightly adherent. The tube was closed 
and a little distended. The ovary contained a small cyst. The 
ovary and tube were removed. After removal the tube was found 
to contain pus. There were many opaque but flat spots on the 
parietal peritoneum; no tubercles seen or felt on the bowels. The 
recti muscles were exposed by dissection, and their margins brought 
together by kangaroo tendon stitches. The superabundant and 
stretched skin was then cut away, and the skin flaps remaining were 
brought together with sutures of chromicized catgut. Small drainage- 
tubes were put in under the skin at the upper and lower parts of the 
incision. The dermoid removed was found to contain hair and bone, 
as well as fatty matter. 

Some suppuration in the wound took place, but excepting for 
that the patient made a good recovery. She was discharged to a 
convalescent home on April 4. 

This case exemplifies— 

1. The Cure of Tubercular Disease of the Peritoneum.—After the 
operation (which so far as the diseased peritoneum was concerned 
only consisted in opening the abdomen, and letting out the ascitic 
fluid), the ascites returned not, the tubercles were absorbed, and the 
patient gained weight. This has been observed now in many cases, 
but in few has the after-history been traced so long as in this case. 

2. Shrinking of a Fibroid and Lessening of Hemorrhage after 
Removal of One Ovary only.—-It has generally been supposed that the 
complete removal of both ovaries was essential if the dwindling of 
a fibroid was to be attained by any ovarian operation. Many cases 
have occurred in which odphorectomy was performed for fibroids, 
and the desired result did not follow, because both ovaries were 
not completely removed. I know not of any in which one ovary 
only was removed in the hope of influencing uterine fibroids. I 
regard it as not certain in this case that the shrinking of the fibroid 
was due to the removal of the ovary ; for fibroids sometimes diminish 
in size without any operation. But the fact remains, and, I think, 
is important enough to receive attention. 
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3. The Absorption of Peritoneal A dhesions.—Here the fact illustrated 
is one about which there can be no doubt. But cases proving it are 
exceptional, and therefore I think it well to add this to the number. 
The ovary and tube, which were in 1886 so embedded in adhesions 
that the operator could not identify them, were in 1901 almost free, 
and were easily pulled up. 

4. Long Quiescence of Tubal Inflammation.—The beginning of the 
salpingitis, by which the pelvic peritonitis was almost certainly set 
up, was at latest in 1886. In 1go1 the tube was still closed and 
contained pus, although the adhesions round it had been largely 
absorbed, and the patient had been for fifteen years in good health. 
In these days, in which we hear so much about patients with ‘ pus- 
tubes’ walking about in peril of their lives, this case may be usefully 
considered. 

CasE II.—In this case the interest lies in the treatment, namely, 
the removal of a dermoid obstructing delivery by abdominal section 
during the second stage of labour. 

A patient, aged forty-one, was brought to the receiving-room of 
the London Hospital about mid-day on June 17, 1902. She had 
been in labour for three days; the os uteri was fully dilated. The 
child was lying with breech downwards, back forwards and to the 
right. Its descent into the pelvis was obstructed by a round elastic 
swelling about the size of a hen’s egg, situated just below the sacral 
promontory. By rectal examination it was perceived that this 
swelling was between the rectum and vagina. Attempts had been 
made before admission to push the tumour above the brim, but 
without success. The tumour was so high up that I judged that 
manipulations in its neighbourhood by the vagina would probably be 
difficult. I therefore decided to remove the tumour by abdominal 
section. The patient having been anesthetized and put in the raised- 
pelvis position, I opened the abdomen in the usual way, and passed 
my hand down into the pelvis. The tumour was found to be 
a cyst, embedded in adhesions. These were broken down, and then, 
while my hand pressed the uterus towards one side, an assistant 
was able to push the tumour upwards out of the pelvic cavity. 
It was then grasped and withdrawn. The adhesions were thin, 
thread-like, and bled hardly at all. Owing to the adhesions, the 
relations of the cyst with adjacent parts were not clear to the touch ; 
but after its removal both ovaries were felt, and seemed healthy. 
The wound in the abdominal wall was sewn up in the usual way. 
Dr. Heilborn (resident accoucheur) then proceeded to deliver the 
child by pulling on the breech. 
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The patient’s previous history was that she had had fifteen chil- 
dren—thirteen at full term, two prematurely—and two miscarriages. 
All the full-term labours were said to have been ‘straightforward,’ 
and she always made a good recovery. She had had during the 
pregnancy which terminated in hospital no symptom whatever to 
indicate anything amiss. 

The patient recovered without bad symptoms, and mother and 
child left the hospital well on July 6. 

The cyst removed was a dermoid containing hair and fat, 
which solidified on cooling. It was examined bacteriologically by 
Dr. Bullock, and found to contain bacilli of the colon group. 

The child weighed 8 pounds 3 ounces, and was 20 inches in 
length. The following were the dimensions of its head : 
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This case is very similar to one published by Dr. Herbert 
Spencer,* in which he removed a dermoid during the second stage 
of labour. It may also be compared with another case, published in 
the same volume, by another physician, in which Cesarean section 
was performed; with another, published by Dr. Spencer,t in which 
a doctor dragged the child past a dermoid with forceps, rupturing 
the dermoid and thus causing fatal peritonitis; and with a case, 
published by Dr. Lewers,{ in which obstruction to delivery caused 
by a pelvic dermoid had been treated (not by him) by podalic 
version, with the result of rupturing the uterus. It appears to 
me that the proper treatment of such cases is that followed by 
Dr. Spencer and by myself, and that the performance of Cesarean 
section is unnecessary and adds to the danger. 

My case differs from Dr. Spencer’s in that the tumour was a 
little smaller, that it was adherent (which prevented its being pushed 
up), and that it was separate from the ovary. Dr. Spencer experienced 
the same difficulty as I did in grasping the tumour so as to pull 
it up out of the pelvis. The difficulty comes from there not being 
room enough in the pelvis for the hand with the fingers bent, and the 
presenting part of the child. He overcame this difficulty by grasping 
the tumour with forceps. I did it by pressing aside the uterus, and 
then getting an assistant to press the tumour up from the vagina. 


* Obst. Trans., vol. xl., 1898, p. 14. T L0ia.; Ds 33%: 
t Jbid., vol. xlii., 1900, p. 95. 
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As in Dr. Spencer’s case the forceps ruptured the tumour, I think 
my way was the better. Dr. Spencer also brought the uterus out 
of the abdomen, presumably to see the tumour and its relations 
better. I did not, but separated the tumour by touch alone. With 
great respect for Dr. Spencer’s judgment, I doubt the necessity for 
bringing the uterus out of the abdomen; for doing so means a 
longer incision and longer exposure of peritoneum, and therefore 
greater shock. 
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OVARIAN TUMOUR OBSTRUCTING DELIVERY. 


POSTERIOR VAGINAL SECTION AND OVARIOTOMY DURING LABOUR— 
OPERATION AND DELIVERY AT ONE SITTING—RECOVERY.* 


By JOHN W. TAYLOR, F.R.C.S. Ena., 


Professor of Gynecology, Birmingham University ; Surgeon to the Birmingham 
and Midland Hospital for Women, 


ABOUT 2 a.m. on Sunday, September 29, rgo1, the following note 
was brought to me from Dr. Bernays and Dr. Whitehouse of Solihull : 

‘We have a very awkward confinement case—some sort of 
tumour in Douglas’s pouch. We cannot move it, and the head is 
above the brim, pushed forward, and to the right. We have given 
an anesthetic and failed to push the tumour away, and forceps and 
turning alike seem difficult and doubtful. Will you come out with 
the husband, prepared to operate if needful ? 

‘The “‘ waters’’ broke at 8.30 p.m., and the pains are strong. The 
patient is about thirty, and this is her second pregnancy.’ 

I arrived about 4 a.m., after a long drive of 9g or 10 miles, and 
found, as Dr. Bernays had told me, that the patient, a strong young 
woman of thirty years of age, who had been married three years, and 
had one child two years ago, was now in violent labour at full term 
with her second child, but with a large cystic tumour blocking the 
pelvis behind the cervix, and obstructing the passage of the head. 

On abdominal examination the whole of the abdomen appeared 
to be filled with the tumour of the pregnancy, which was not dis- 
placed laterally in any way, so that the obstructing tumour was 
evidently directly behind the distended uterus and filling the pelvis. 

There was no real malposition of the foetus, the head being ready 
to engage the brim as soon as the way was clear. 

The room was made ready for operation, while I considered for 
a time what I should do. 

Immediate operative action was undoubtedly imperative, but it 
was not easy to at once decide whether abdominal or vaginal section 
would prove the better method of removing the tumour. 

If I adopted abdominal section I should evidently have to make 
a large incision, and probably to eventrate the pregnant uterus or do 
a Cesarean section, before I could get at the imprisoned tumour. 

If I adopted vaginal section I should have an awkward field for 


* Read before the Obstetrical Society of London, July 2, 1902. 
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operation, both vulva and vagina being converted, through prolonged 
pressure from above, into a soft cushion of dilated veins ; the wound 
would be in a dangerous and septic situation for the subsequent 
delivery, but, on the other hand, I should come directly upon the 
tumour, and be very likely able to remove it without an abdominal 
incision and without incising the uterus. 

I decided to operate by the vaginal route. 

Getting what lamps and candles the house could afford, so as to 
have a good light behind my head, and with aseptic instruments 
arranged on my right hand, I had the patient anzsthetized by Dr. 
Bernays, removed from her bed to a low table, and placed in the 
lithotomy position immediately in front of my operating chair. 
Dr. Whitehouse and one of my own nurses ably assisted me. 

It was shortly after 6 a.m., and there were faint indications of 
dawn as I began to operate. The vulva and vagina were carefully 
disinfected, and then a large incision was made behind the cervix 
into Douglas’s pouch. This caused a tremendous gush of venous 
hemorrhage, but the cyst wall was immediately seen, and almost as 
quickly seized and tapped. As some two or more pints of fluid from 
the ovarian cyst came away the hemorrhage lessened, and in a very 
short time this ceased to be any longer alarming. The collapsed 
cyst was then drawn down into the vagina, and the pedicle felt high 
upon the left side of the enlarged uterus, but almost beyond reach of 
the fingers. This was seized with forceps, and after gentle traction 
on the tumour a stout ligature was passed over the blades, and tied 
tightly on the uterine side of the forceps. 

The tumour was cut off and the forceps removed. The only 
hemorrhage still came from the incision. The pouch of Douglas 
was well cleaned and the wound plugged by a sterilized pad, but the 
ends of the ligature were not (at this stage) cut short. 

The next important question was that of delivery of the patient. 
She was under anesthesia, the cervix was soft and very dilatable, 
and after the prolonged anxiety and trouble of the nighi it appea-ed 
wiser to get the labour over, if possible, before the patient had 
recovered consciousness. 

Accordingly, I delivered the child by forceps. This was done 
without any injury to the cervix. The placenta followed by expres- 
sion, and pressure was maintained over the contracted uterus by 
Dr. Whitehouse, while i returned to the original field of operation. 
The cervix was held up by volsella and the parts well cleaned. The 
pad plugging the posterior incision was then removed, and the ends 
of the pedicle ligature cut short. This was perhaps the most difficult 
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part of the operation. I had expected that when the uterus was 
emptied the ovarian pedicle would become much more accessible 
and, possibly, visible as well as tangible. I did not find it so, and had 
to cut the ends of my ligature short, by the sense of touch alone, 
within the pelvis. Happily, there was no bleeding from within the 
pelvis, and that of the vaginal wound was easily controlled by passing 
one suture at each end of the incision. 

The rest of the incision was filled with an iodoform gauze drain, 
which passed into the pelvis at the back of the uterus. 

The volsella was removed from the cervix, the vagina and vulva 
made perfectly clean, a tight binder applied to the abdomen, and the 
patient removed to her bed with a hot-water bottle to her feet. 

Dr. Bernays and Dr. Whitehouse conducted the after-treatment 
of the case, which was uneventful. The bowels were moved on the 
following day, and the patient made a good recovery. 

The baby also did well. 
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TWO CASES OF ABDOMINAL TOTAL HYSTE- 
RECTOMY FOR PELVIC OBSTRUCTION BY 
FIBROMYOMATA, 


WITH NOTES OF A THIRD CASE OF PREGNANCY COMPLICATED BY 
FIBROID, TREATED BY THE INDUCTION OF PREMATURE LABOUR, 
AND FOLLOWED BY INTESTINO-UTERINE FISTULA. 


By T. ARTHUR HELME, M.D., M.R.C.P., F.R.S.E., 


Hon. Senior Assistant Surgeon to the Clinical Hospital for Women, Manchester ; 
formerly Junior Assistant to the Professor of Midwifery, Edinburgh. 


THAT the mere presence of a fibroid tumour in a pregnant uterus, in 
and of itself does not demand or even justify immediate operative 
interference, is an almost unnecessary statement. We are mostly 
agreed upon that. Repeated experience has shown us that a woman 
with a fibroid or fibroids of the uterus may go through pregnancy, 
labour, and puerperium in a normal fashion, though it is possible that 
at any point there may be some departure from the normal. 

In relation to parturition, whatever importance a fibroid may 
have is conferred upon it generally by its position and its size, the 
gravest importance attaching to those sessile tumours which grow 
from the lower pole of the uterus, and fill up the cavity of the pelvis 
partially or completely. 

When such a case is seen for the first time at full term, doubtless 
the right course is to remove the child by Cesarean section, and at 
the same time, or subsequently, to remove the tumour or the uterus. 

When, however, such a case is seen during the course of preg- 
nancy, what is the right treatment to adopt? The usual plan is 
that well given by one of our most scientific and able obstetric 
authorities (Dr. Galabin), who in his text-book (1g00) says: ‘ If a 
case comes under observation before full term, a trial should be made 
whether the tumour can be pushed up out of the pelvis. If this 
is not the case, it is desirable to induce abortion or premature 
labour if there is a prospect of delivery through the natural passage 
by this means, unless the patient will accept the alternative of 
undergoing Cesarean section at term if it proves necessary.’ 

To me it appears that the latter sentence does not completely 
present the alternatives, and that the time has arrived to reconsider 
the requirements of such a position. There is another possible 
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course of action—viz., to extirpate at once the fibromatous uterus 
with its contents, and as a contribution towards the solution of this 


question I record two cases in which this method of procedure was 
successfully employed. 


1. Abdominal Total Hysterectomy for Fibroids complicating Preg- 
nancy (Four Months).—Mrs. J., aged thirty, married about two years, 
menstruated regularly up to February 15, 1gor, the date of the last 


Fic. 1.—CasSE I.: LATERAL VIEW OF UTERUS AND FIBROIDS. 
A, pelvic fibroid; B, body of uterus; C, cervix; D, right ovarian vessels; E, right 
uterine vessels ; F, fundus uteri. 

period. Upto this time the patient had enjoyed good health, and 
had not suffered any pelvic inconvenience. The same state of affairs 
continued until May, when the husband began to notice that the 
vagina was becoming shorter, until, in June, sexual intercourse was 
almost impossible. 

On June 24 the patient was unable to pass urine, and sent for 
the doctor, who used the catheter; on examination, he found the 
vagina almost occluded, and sent for me. 
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On examination, it was evident that there was a large fibroid 
tumour occupying the pouch of Douglas, filling the pelvis, and 
compressing the urethra against the pubic symphysis. Under 
anesthesia the index-finger could be insinuated with difficulty 


Fic. 2.—CASE I.: UTERUS AND FIBROIDS SEEN FROM THE FRONT. 
SAGITTAL SECTION OF BODY TO SHOW FCTUS AND PLACENTA. 


A, pelvic fibroid; B, body of uterus; C, cervix; D, left ovarian vessels; E, left uterine 
vessels; G, placenta; H, foetus. 


behind the pubes, so as to touch the tip of the cervix; the mass 
could not be displaced from the pelvis even in the Trendelenburg 
position. It was therefore decided to remove the uterus and tumour. 

On June 29 I opened the abdomen with the patient in the 
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Trendelenburg position. So firmly wedged was the tumour in the 
pelvis that I was unable to dislodge it until I had tied and cut 
the round and infundibulo-pelvic ligaments on both sides. The 
tumour and uterus were then drawn out, the uterine arteries 
secured, and the uterus extirpated im toto; a gauze pad was passed 
down into the vagina from the abdomen, the vaginal roof and peri- 
toneum completely closed by silk sutures, and the abdomen closed as 
usual, this being the method that I have always carried out in total 
extirpation of the uterus, abdominal or vaginal, unless under rarely 
exceptional circumstances. The parts removed weighed 5 pounds. 

The patient did well; the temperature never rose above gq°8° F., 
except on the eighth day, when the breasts were a little tender (the 
temperature then reaching 100°6° F., and falling to 99°6° F. the 
following day). Everything healed well, and the patient returned 
home to Birmingham by rail on July 20. 

Figs. 1 and 2 show the parts removed, the former giving a lateral 
view, and showing the relation between the cervix, body of uterus, 
and tumour; the latter is taken from the front, the body of the 
uterus having been opened to show the relative positions of the 
foetus and the tumour. 

In this case there was no question of waiting for full term in the 
hope of saving the child; operation was demanded at once by the 
urinary complication. 

2. Abdominal Total Hysterectomy for Fibroids complicating Preg- 
nancy (Third Month).—Mrs. P., aged thirty-two, married six years, 
was sent to me on November 26, 1goI, complaining of abdominal 
pain and irregularity of menstruation. Menstruation usually lasted 
for seven days; one month the amount would be large, but the next 
month only a show, and not infrequently there would be an entire 
absence for two, or even three, months. There was a severe period 
in September and a slight one in October. The gradual increase 
in size of the abdomen had been noticed during two years. 

On examination, I found there were several fibromatous nodules 
in the uterus and a large tumour occupying the pouch of Douglas, 
the cervix being drawn up behind the pubes. 

There was no milk in the breasts, but the presence of retching 
in the morning suggested the possibility of early pregnancy. I 
advised extirpation of the uterus. 

On December 13 the patient was sent into the private hospital 
for operation. On seeing her, I found the abdominal tumour much 
larger and, in places, softer; the mass in the pouch of Douglas had 
grown considerably, and was now filling the cavity of the pelvis; 
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the cervix was softened, milk was present in the breasts, and I 
learned that the patient had not menstruated since October. I 
therefore diagnosed fibromata with pregnancy. I discussed the 
matter plainly with the patient, and offered the alternatives of 
waiting to full term (if possible), when Caesarean section could be 
performed, or immediate hysterectomy, preferably the latter, and this 
was accepted. 

I performed the operation of abdominal total hysterectomy on 


Fic. 3.—CASE II.: VIEW OF PREGNANT UTERUS AND FIBROIDS FROM 
THE FRONT. 


A, pelvic fibroid ; B, body of uterus ; C, cervix. 


December 15 in my usual way, ligaturing the broad ligaments from 
above downwards, removing the entire uterus with the cervix intact, 
cutting closely upon the cervix, and then closing the peritoneum 
below and above, and similarly closing the abdominal and vaginal 
incisions, no drainage whatever being provided. 

The patient did well (the highest temperature being 100°4° F. on 
the second day), and was discharged on January 4, 1902—1.¢., within 
three weeks of the operation. 
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Fig. 3 is from a photograph of the parts removed after hardening 
in formalin and spirit. The weight of the uterus was 44 pounds. 

This case, like the first one, illustrates the rapidity of growth of 
fibromyomata under the stimulus of pregnancy. 

3. Pregnancy in a Fibromyomatous Uterus ; Induction of Abortion 
followed by Intestino-Uterine Fistula——As a strong contrast to the 
foregoing, I may record a case in which I induced abortion about 
the fifth month, because of a fibroid occupying the cavity of the 
pelvis, and threatening to obstruct labour. 

Mrs. G., aged forty, was pregnant about five months. Several 
fibroid nodules were felt growing in the walls of the uterus, one large 
fibroma growing from the right side of the isthmus posteriorly, and 
encroaching seriously upon the pelvic cavity. 

The alternatives of hysterectomy and abortion were discussed, 
and the latter selected. The uterus was emptied on July 26, 1896. 
Owing to the great length of the cervix (the index-finger could just 
reach the internal os) and its rigidity, the removal of the foetus was 
an exceedingly difficult process, during which there must have been 
much bruising of the uterine wall, and further difficulty was experi- 
enced in detaching the placenta; as the membranes were adherent, 
it was necessary to use the curette. 

On the evening of July 31 the temperature rose to 102°2° F., the 
pulse-rate being 140; the uterus was washed out with corrosive 
sublimate solution (I in 2,000), followed by sterilized water, the 
temperature falling to 984° F., and the pulse-rate to 115 per minute 
on the following day. In spite of antiseptic douching, however, the 
temperature again rose; the pulse never exceeded 122 per minute 
subsequently, but the discharge from the uterus assumed a fecal 
odour, and it was evident that the liquid contents of the bowel were 
escaping through the uterus. Proof of the intestino-uterine fistula 
was afforded by the fact that one day, while I was personally giving 
the intra-uterine douche, the water of the douche collected in the 
rectum, and was expelled from the anus. Subsequently an abscess 
formed in the left iliac region, which on July 28 I opened in front 
and behind above the iliac crest ; the intestino-uterine fistula quickly 
closed, the fluid intestinal contents, with small solid particles, 
escaping through the lumbar and iliac incisions. The abscess cavity 
was washed out regularly, and on September 24 the tubes were 
removed. The posterior opening closed immediately, but the 
anterior shrank to a sinus, which persisted, and along which a 
probe could be passed for several inches in the direction of the 
uterus. 
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It was a long and painful case, the patient being worn out with 
long-continued suppuration. 

About twelve months later I was consulted about the sinus, but 
advised that no operation should be attempted; only a few drops 
of liquid escaped in the twenty-four hours, and it seemed to me that 
a pad would be sufficient. 

About twelve months later the patient was operated upon by 
a general surgeon, and I was present at the operation; it was not 
possible to find any intestinal opening, and, owing to the fixation 
of the colon, a loop of small intestine was brought down and 
stitched to the rectum. The patient did well, and the opening of 
the abdominal sinus closed, but only for a time; after some weeks 
it opened again, and the patient eventually sank and died. 

The experience of this case prejudices me against the induction 
of abortion or premature labour, unless the conditions are very 
favourable. 

Every case must, of course, be judged on its individual merits, 
but my experience of the first two cases here recorded would lead 
me to urge that the operation of abdominal total hysterectomy is 
one of the alternative lines of treatment which may well be placed 
before the patient’s friends in the case of obstruction of the pelvis 
by a fibroid tumour of the uterus during pregnancy. 
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BROAD-LIGAMENT FIBROMYOMA OF UTERUS 
COMPLICATING PREGNANCY AND AT 
FIRST INDICATING CAESAREAN SECTION. 


EXPLORATORY LAPAROTOMY ; SPONTANEOUS ELEVATION OF 
TUMOUR; NATURAL DELIVERY AT ABOUT EIGHTH 
MONTH. 


By EWEN J. MACLEAN, M.D., F.R.S. Epin., M.R.C.P. Lonp., 


Senior Gynecologist to the Cardiff Infirmary. 


S. H., aged 38, was sent to me at the infirmary by Dr. Logie of 
Raglan, who had previously examined her under an anesthetic, and 
correctly diagnosed the condition as that of a fibroid complicating 
pregnancy. The patient was childless, but had had symptoms of 
a miscarriage at the second month some sixteen months before 
admission. There had been no menorrhagia or metrorrhagia in the 
general catamenial history, and she had seen nothing for five months 
or ‘perhaps more.’ A sister had died of ‘internal tumour.’ For 
about a fortnight she had been obliged to lie up on account of severe 
pain in the right lower abdomen. This pain was alleviated by the 
recumbent posture, especially when lying on the left side. She also 
complained of some ‘ bearing-down’ pain during micturition. 

On admission the physical signs of the circulatory and respiratory 
systems were found to be normal. The urine showed a decided trace 
of albumen, and the complexion a slight icteric tinge. The abdomen 
was enlarged to about the size of a six and a half months’ pregnancy, 
and was more prominent in its left lower portion. A clear percus- 
sion note was elicited in the flanks and in the epigastric region. The 
irregularly ovoid tumour rising out of the pelvis to a level of 2 inches 
above the umbilicus yielded the signs of the pregnant uterus, including 
the uterine souffle, excepting in the right iliac region, where no souffle 
was heard, and where a somewhat hard and irregular mass was to be 
felt. On the same side of the uterus, and a few inches higher up, 
a nodule of similar consistence and of tangerine-orange size was 
made out. Bimanually the soft cervix of the pregnant uterus was 
found high up and towards the left, whilst the right pelvis almost to 
the mid-pelvic line was occupied by a somewhat nodular and hard 
swelling continuous with the mass felt in the right iliac region. The 
mass as a whole was barely movable, and could not be pushed up 
out of the pelvis. 
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On the tenth day after admission the patient was anesthetized, 
and, again failing to raise the tumour with a moderate amount of 
pressure bimanually, I performed an exploratory laparotomy, in the 
hope that the removal of the tumour might be found feasible. At 
the time I was uncertain as to its nature. The nodule on the right 
upper side of the uterus proved to be a sessile fibroid, and the pelvic 
swelling was found wholly buried within the right broad ligament, and 
was evidently a fibromyoma springing from the uterus within the 
ligament, but not involving the cervix. The patient and her husband 
being very wishful to have a living child, and the removal of the 
tumour appearing to me as probably involving the extirpation of the 
uterus, or at least the expulsion of a non-viable child, I decided to 
close the abdomen and propose a Cesarean section to take place at 
or towards term. The wound was closed in three layers with silk 
sutures, and in addition three silkworm-gut sutures passing through 
all the layers at about $ inch from the edges were employed to relieve 
some of the tension on the wound itself. 

The patient made an uninterrupted recovery from the laparotomy, 
the wound healing firmly. The necessary consent being readily 
obtained, I decided to keep the patient in the infirmary under 
observation until the time arrived for the Czesarean section. 

Eleven days after the operation a note was made to the effect that 
there had been much less right-sided pain and no vaginal loss or 
other symptom indicating that the pregnancy was likely to be 
disturbed. On vaginal and bimanual examination no change was 
appreciable in the state or position of the tumour, but the cervix 
was rather more to the front. 

Sixteen days later the tumour was found to be higher, and it 
did not limit the pelvic capacity to the same extent as at the last 
examination. 

At the end of another fortnight, or about seven weeks from the 
date of the operation, the tumour was not within reach to vaginal 
examination, and the cervix was practically central in the pelvis. 
The fundus uteri was now at a level of two-thirds of the distance 
between the umbilicus and xiphi-sternum, and the tumour was repre- 
sented by an ill-defined swelling in the right lower abdomen. 

As, under these altered local conditions, it was reasonable to 
conjecture that the birth of the child would not be associated with 
any serious difficulty, the patient was allowed to go home, and some 
time after Dr. Logie wrote to say that a natural labour had occurred, 
and that mother and child were doing well. The latter was rather 
small at the time of birth, and looked as though it was about a fort- 
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night premature. I have not had a further opportunity of examining 
the patient. 

Remarks.—This case was of great interest in affording an oppor- 
tunity of closely observing an instance of an intrapelvic fibromyoma 
complicating pregnancy, where the indication for a Cesarean section 
at first appeared to be absolute, then relative, and’ finally became 
negatived by the remarkable improvement in the local condition. 
It is possible that the laparotomy, by altering in some way the effect 
of local pressure on the tumour, may have contributed to the bettering 
of its position. 

I am indebted to the house-physician, Dr. Brownlee, for the 
clinical notes and for his watchful care of the case. 
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RETROPERITONEAL LIPOMA WEIGHING 
THIRTEEN POUNDS TWELVE OUNCES.* 


By ALBAN DORAN, F.R.C.S., 


Surgeon to the Samaritan Free Hospital. 


I CONSIDER it my duty to report this case of a large lipoma, not 
omental, but in every sense entirely retroperitoneal. Its removal 
proved extremely difficult, and the result, I regret to say, was death. 
Already Homans of Boston has very properly made public the 
equally unfavourable results following the removal of two still larger 
tumours of the same kind; whilst Terrier and Guillemain have 
shown that even an exploratory operation may prove fatal, and have 
questioned, not without reason, whether it be justifiable to attempt 
the removal of a tumour of this kind. 

M. D. A——, aged forty-seven, came under the care of Dr. Cuth- 
bert Lockyer early in June. She complained of abdominal swelling, 
and states that ten months ago her uterus came down and a ring- 
pessary was applied. Discharge occurred and gave her trouble. 
Dr. Lockyer examined her in the out-patient department of the 
Samaritan Hospital, and removed the pessary. He detected an 
abdominal tumour, ill-defined in character, and sent her into my 
wards at the hospital. 

The patient was pale and rather stout. She had been married 
twenty-five years, and borne seven children ; the youngest was eight 
years old. She seems to have had an attack of pelvic inflammation 
after her sixth child, but no traces remained of it, as I verified at the 
operation. Her friends had recently told her that she was growing 
stout. 

The abdominal walls were much distended, though not actually 
tense. There was resonance in front, and, after the administration 
of purgatives, also in the flanks. A soft tumour could be felt in the 
umbilical region: it did not come down to the pubes, and lay 
entirely above the pelvic brim; the uterus was small and moved 
freely. The borders of the tumour seemed easy to define; it was 
about 6 inches in vertical, and a little less in transverse, diameter. 
It felt not unlike a tumour of the parietes, but when the patient 
lay down there was resonance over its surface.t There was some 

* Read before the Obstetrical Society of London, July 2, 1902. 
t I once detected a resonance over a broad flat fibroma of the parietes. 
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lateral movement, not very free. The tongue was clean and slightly 
glossy, the appetite good, and the bowels well opened. The 
temperature rose to over 100° on the night of admission. The urine 
was clear, medium yellow; specific gravity 1022, and free from 
albumen. There was no cedema of the lower extremities, and no 
dilatation of their veins. The pulse was 84, small and regular. 

Dr. Hamilton Bell detected ‘first sound at apex blowing in 
character, but no distinct murmur ; sounds at base healthy.’ 

Diagnosis was very uncertain; I therefore operated on June 21, 
assisted by Mr. Butler-Smythe. 

On opening the abdomen an enormous fatty tumour came in 
view. It was its prominent anterior portion which alone could be 
detected on palpation. The omentum and transverse colon lay high 
up; the omentum, I may add, was remarkably short and thin. The 
tumour was covered anteriorly by the posterior parietal peritoneum 
below the mesentery ; I could trace the serous membrane on to the 
pelvic viscera, which were quite normal. 

I enucleated the tumour with ease in front inferiorly. There was 
little difficulty in freeing its sides, but above it passed up very high 
behind the abdominal viscera. It was bilobed, with a deep vertical 
fissure, complete, excepting for a bridge of fat about 2 inches thick, 
which connected the lobes a little below the umbilical level. 

I succeeded in getting my hand above the left lobe, high up in 
the flank ; its upper part looked like a sarcomatous kidney, but had 
no vascular connections and no duct. Then I drew the whole left 
lobe out of the wound, after securing a few vessels. I could now 
detect on the inner aspect of the right lobe a small, very spleen-like 
organ, purple from congestion. There was a distinct capsule, which 
seemed inclined to peel off, like the capsule of a kidney, and unlike 
that of a spleen. The vessels ran from the hilum into some main 
artery and vein at the normal level of the bifurcation of the aorta. 
I did not search for a ureter. At first I took this organ for the 
spleen, but, as it lay mixed up with an entirely retroperitoneal fatty 
tumour, I have no doubt that it was a right kidney placed abnorm- 
ally low. 

The upper part of the right lobe passed up very high (much 
higher than was the case with its fellow). I drew it out of its 
capsule behind the liver, but now I found that the right lobe had 
a pedicle of big vessels, which ran into the tumour close to the 
pancreas. Unfortunately, there were strong adhesions of indurated 
fat connecting the growth with the pancreas. That organ, I fear, 
was damaged during the separation of the posterior part of the right 
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lobe. The big vessels were carefully tied close to the pancreas. 
The left lobe was at this stage only connected with the body by a 
small pedicle of dense fat with big vessels, also traced to near the 
pancreas. I secured them and divided the pedicle; thus the left 
lobe was free altogether. The right lobe was adherent to the outer 
part of the displaced right kidney; I separated some vascular ad- 
hesions. Then the right lobe was separated from its pedicle near 
the pancreas, and the entire tumour was thus extirpated. 

Very little blood was lost during the removal of the tumour ; 
oozing was checked by ligature and pressure. The capsule shrank 
remarkably. I preferred neither to sew it nor to drain the con- 
nective tissue behind it. The large and small intestines fell over the 
area of operation, and when I had applied the deep sutures to the 
abdominal wound I found that oozing had practically ceased. The 
abdominal wound was therefore closed without drainage. 

The patient did not show any signs of severe shock when she 
recovered from the anzsthetic, and did well for about twelve hours. 
Liquor strychnine, digitalis, and enemata of artificial serum were 
administered; but only 6 ounces of urine, highly albuminous, were 
secreted during the first twenty-four hours. Then the suppression 
became complete, and, after a rise of temperature and pulse, the 
patient died thirty-eight hours after the operation. 

Unfortunately, I was unable to obtain permission for a necropsy. 
I suspect that some damage was done to important structures in the 
region of the pancreas. I never saw the left kidney nor anything 
like its ureter during the whole operation, whilst the right was 
placed abnormally low down, and was deeply congested, so as to 
look like spleen. 

Description of the Tumour.—The entire mass weighed 13 pounds 
12 ounces, and consisted of two lobes, separated during the operation. 

The right lobe measured 37 inches at its widest circumference, 
13 inches vertically, 11 inches horizontally, and 5 inches antero- 
posteriorly. Anteriorly it was smooth ; posteriorly it had taken the 
mould of the contiguous abdominal parietes. It was, roughly 
speaking, fusiform and flattened. 

The left lobe was shaped like an omega, and was much smaller 
than the right. It was contorted, but not deeply lobed ; the upper 
part was very firm. In circumference it measured 36 inches, verti- 
cally 8 inches, horizontally 11 inches, and antero - posteriorly 
4 inches. 

Both lobes were mainly made up of fat ; there were wide ecchy- 
moses at several points, and the lower part of the left lobe was very 
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firm. Dr. Lockyer is preparing some sections to ascertain whether 
there be any sarcomatous elements mixed with the fat. 

Fatty tumours of the abdomen may be practically intraperi- 
toneal, and then are usually omental. One of the most remarkable 
cases is recorded by my colleague, Mr. Meredith.* He styled his 
report ‘A Case of Large Omental Lipoma,’ and distinctly stated 
that ‘the intestines lay altogether behind it.’ Nevertheless, 
Terrier, Treves, and Marmaduke Sheild+ include this case amongst 
retroperitoneal lipomata in their writings on that class of growth. 
Meredith’s patient was sixty-two years old, and the omentum fatty 
tumour weighed 15} pounds; recovery followed the operation. 

I admit that pathologically an omental lipoma is retroperi- 
toneal, but clinically and surgically it is as intraperitoneal as is an 
ovarian cyst. Mr. William Anderson, in his excellent monograph 
on the ‘Surgery of the Subperitoneal Tissue,’} groups together 
‘retroperitoneal, mesenteric, omental, and parametric lipomata.’$ 
But the surgeon must make a distinction. There can be no doubt 
how to act when an omental tumour is detected: it should be 
removed, as Mr. Meredith removed his lipoma. On the other hand, 
doubts have been expressed as to whether a retroperitoneal lipoma 
like the present specimen should be removed when exposed at an 
abdominal operation. 

Lennander’s case. has been repeatedly quoted as though it were 
clinically and surgically retroperitoneal. The truth is that it was 
chiefly omental, like Mr. Meredith’s, but somewhat more compli- 
cated. The patient was a man aged fifty-four, and the tumour 
was ‘an enormous lipoma, which apparently arose from the great 
omentum. It filled the entire abdominal cavity, and lay in front of 
the small intestine, stomach, and spleen.’ But the transverse meso- 
colon was involved, and on the second day the transverse colon was 
resected, being gangrenous. An artificial anus remained; it was 
closing ten months after the operation. 

Further researches into the well-known papers on tumours of 
this kind by Terrillon (Archives Gén. de Médecine, vol. xvii., 1886, 


* ©A Case of Large Omental Lipoma,’ 7rams. Clin. Soc., vol. xx., p. 206 ; also 
Lancet, vol. i., 1887, p. 880. 

t ‘A Case of Large Solid Tumour removed with Success from the Retro- 
peritoneal Space,’ MWed.-Chir. Trans., vol. 1xxx., p. 211, third paragraph. 

{ Brit. Med. Journ., vol. ii., 1896, p. 1087. 

$ bid, p. 1091, paragraph headed ‘ Lipoma.’ 

|| ‘Ein Fall von Lipom in der Bauchhohle,’ Centralbl. f. Chirurgie, vol. xxii., 
1895, p. 97, an abstract by the author from the original report in the Upsala 
Likarefirenings Firhandlingar, vol. xxx., which I have not been able to 
procure. 
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pp- 257 and 434) and Terrier, presently to be quoted, make me 
doubt whether an entirely retroperitoneal lipoma like this specimen 
which I exhibit has been successfully removed, save in one or two 
instances. Terrillon describes them as lipomas of the mesentery. 
He quotes Péan’s case (from a note incomplete, let it be remembered), 
where a fatty tumour weighing 55 pounds was successfully enucleated 
from a mesentery of a woman three months pregnant. It was 
attached by a fibrous pedicle to the periosteum of the bodies of the 
vertebrz, but in my case there was no trace of any pedicle. Made- 
lung’s tumour, successfully removed, resembled mine, a prolongation 
reaching as high as the liver. A piece of jejunum close to the 
duodenum had to be resected, being inextricably mixed up with a 
process of the tumour. Homans* operated on two cases like my 
own, but even larger (one 57 pounds, the other 35 pounds); both 
died close on the operation. 

Surgically we must put aside Sir F. Treves’ case,+ where he 
simply enucleated a fatty tumour from the broad ligament, removing 
the ovary and Fallopian tube, which were stretched over it as though 
it were a parovarian cyst. Pathologically, as in Meredith’s case, 
the lipoma was retroperitoneal, but surgically it was unlike the 
specimen now exhibited. 

In respect to the purely pathological homology of a broad liga- 
ment tumour and a retroperitoneal lipoma, it is instructive to note 
that in thirty-nine cases of fibroid of the broad ligament which I 
tabulated a few years ago{ a kidney was displaced in one, where 
Billroth enucleated a very heavy fibroma, and removed the displaced 
kidney as well; whilst in the small number of cases of true retro- 
peritoneal lipomata which have been recorded, one—that is to say, 
the case which I report—is remarkable for the fact that a kidney was 
displaced. There is, possibly, some teratological element associated 
with these tumours. 

The literature of the subject shows the dangers of second-hand 
quotations, which in this case would, on the authority of Anderson, 
Terrier, and others, lead us to class Meredith and Lennander’s 
cases, as well as Treves’, with examples of absolutely retroperitoneal 
tumours like that which I now exhibit. 

Let us, then, separate and lay aside for the present omental and 

* “On Two Cases of Removal of Immense Fatty Tumours by Abdominal 
Section,’ Lancet, vol. i., 1883, p. 449. 

t ‘A Case of Lipoma of the Broad Ligament, Zrans. Clin. Soc., vol. xxvi., 
1893, p- IOI. 


~ ‘Fibroid of the Broad Ligament,’ Zvams. Odstet. Soc. Lond., vol. xli., 1899; 
p. 188. Billroth’s case is No. 7 in the tables. 
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broad ligament tumours, and confine ourselves to the type illustrated 
by this specimen, where there is a big fatty tumour entirely behind 
the abdominal viscera. I have already referred to Homans’, Péan’s, 
and Madelung’s cases, the latter two appearing to be the sole 
genuine cases of successful removal, though there is some doubt as 
to Péan’s case being absolutely retroperitoneal. 

One of the most often quoted examples is Mr. Pickering Pick’s 
‘Enormous Fatty Tumour of the Abdomen’ (Trans. Path. Soc., 
vol. xx., p. 337), with a drawing. It weighed 29% pounds; the 
patient was a man aged thirty-six. The drawing, taken at the 
post-mortem, shows the relations perfectly, as do the sketches in 
Terrier and Guillemain’s valuable article* on this kind of tumour. 
Terrier’s case thus illustrated was that of a woman aged forty. He 
explored and found the tumour strongly adherent to the anterior 
parietes, and far too extensive posteriorly and superiorly to allow of 
removal. The patient died of intestinal obstruction on the eighth 
day. Terrier explored the abdomen in another case; the patient 
was a woman aged fifty-five. He found an enormous fatty tumour 
occupying the mesentery and the omentum. This fact is interesting. 
In my own case the omentum was small and thin. Terrier did not 
attempt to remove the tumour. This exploratory operation was 
performed in March, 1889. Over three years later the patient was 
in good health. ‘‘ The operation,” observes Terrier, “‘seems to have 
checked its growth.” 

The results of removal of a true retroperitoneal lipoma of any 
size have been unsatisfactory, as the records published by the 
authorities to whom I have referred plainly show. Anderson 
reminded us that in seven cases the operation had been fatal, mostly 
from shock, but in two from intractable diarrhcea,t possibly set up 
from nutritive disturbance in the portion of the intestinal canal 
interfered with during the removal of the growth. Anderson believed 
that progress in asepsis, etc., would make results less discouraging 
in future, but doubted whether in the diffuse forms the good result 
of excision would always be permanent. 

Asepsis, however, is no defence against damage to large vessels. 
and other important structures in the posterior part of the abdominal 
cavity during their separation from adhesions to dense fat in the 
adjacent part of the tumour. Other injuries may be inflicted before 
the operator is aware of them. I found the enucleation of the 


* “Note sur les Lipomes Rétropéritonéaux,’ Revue de Chirurgie, vol. xii.,, 
1892, p. 747. 
+ See Terrillon’s case, oc. cit., p. 260 (death thirty-eighth day). 
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anterior part of the tumour easy, and felt bound to proceed further. 
But with the consequent further experience I shall not in future 
attempt the extirpation of a completely retroperitoneal tumour. 
Terrier and Guillemain are right when they lay down a rule that an 
exploratory operation should be performed, and then the surgeon 
should not proceed further if the volume of the tumour and its 
relations to intestine, etc., show that total extirpation as a reason- 
ably safe procedure is not possible. The abdominal wound must be 
closed, and then, as in one of their own cases, the tumour may cease 
to grow. 
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A CASE OF ACTINOMYCOSIS OF THE OVARY 
AND PELVIC CONNECTIVE TISSUE.* 


By D. BERRY HART, M.D., 


Obstetric Physician to the Royal Maternity and Simpson Memorial Hospital; Gyne- 
cologist to the Royal Infirmary, Edinburgh. 


THE case I wish to discuss with you is probably one of the rarest 
possible in Gynecology, and is thus open to the obvious criticism of 
being a somewhat unsuitable one for consideration before an audience 
most of whom are rightly anxious to learn what they must meet, diag- 
nose, and treat in practice, and not what interests the lecturer from 
its mere rarity. With this feeling I quite sympathize, and am not, 
as a rule, disposed to consider before you only what is uncommon. 
I have broken through my rule to-day for the following reasons: In 
the first place, I did not diagnose the case, and made what one might 
euphemistically term the next best diagnosis—viz., pelvic tubercular 
disease—but really formed what is better described as an erroneous 
opinion of the woman’s malady. 

A diagnosis not having been arrived at, my treatment was 
unsatisfactory, and my anxiety was not soothed by the fact that the 
exact nature of the case was aot settled at the post-mortem, but only 
after the specimens removed had been examined microscopically and 
the peculiar fungus found. The course of this case, as it slowly 
dragged on, was briefly as follows: 

Mrs. H., forty-nine, married and nulliparous, was admitted to 
Ward 36 on August 23, 1901, complaining of swelling on the left side 
(iliac region), and weakness. In June she began to feel weak, and 
had to remain in bed during July. There was a good deal of down- 
bearing pain in the bowels, and constipation. In August she had 
sweatings, and began to get thinner. Her sexual history was un- 
important. She had married a year ago, and the menopause had 
occurred in March of this year. 

In my absence, Dr. Milne Murray saw her, and felt a swelling at 
the side of the uterus, which he thought might be tubal. When 
I returned, the physical signs had altered, as there could now be 
felt through the left lateral and posterior fornices a firm flat effusion 
exactly like the exudation in early puerperal cellulitis. Dr. Murray 
also noticed this alteration, and it was valuable to have his previous 
observations, as the small swelling could not now be felt. The 


* A Clinical Lecture given at the Royal Infirmary, January 7, 1902. 
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patient’s general condition was unsatisfactory, as she was a feeble, 
run-down woman. 

In September she developed phlegmasia alba of the left leg ; there 
was a good deal of pain, requiring morphia to ease it; there was 
also an evening rise of temperature to 101°-102° F. Had this condi- 
tion followed a labour or abortion, the diagnosis would unhesitatingly 
have been puerperal cellulitis going on to pus formation. There was 
no history, however, of this; the woman was forty-nine and past the 
menopause, and this special diagnosis could not be entertained. 

I could not make a diagnosis, but my opinion was that it might 
be malignant, for the following reasons: The pain and swelling in 
the leg favoured this idea, but the temperature was against it, as well 
as the absence of any involvement of the inguinal glands through the 
anastomosis between them and the pelvic lymphatic glands, via the 
one lying on the obturator membrane. The thickening felt through 
the fornices decreased, and I thus had to give up this opinion as an 
untenable one. 

In the middle of October the temperature became higher, and 
rigors occurred. I examined all the regions where pus might point, 
but neither in the hip, iliac fossa, fornices, or lumbar regions could I 
detect any such attempt. There was an cedema for some time in 
the groin, but no pus. There was distinct thickening just below 
the ilio-pectineal eminence, but the dissection necessary to get at 
this point, or the hysterectomy one might have done in a younger 
woman, seemed to me too dangerous in this case. 

I finally made up my mind that the case might be tubercular, 
going on to abscess. Tubercle may occur at this age (I have seen 
it in a woman of seventy-five), and upon the whole this seemed the 
most feasible explanation, although I was far from satisfied with it. 

On November 1, I opened the abdomen, and felt the swelling at 
and below the left ilio-pectineal eminence, but it did not diffuse far, 
and was not spreading into the iliac fossa. Had it done so I would 
have made an extraperitoneal incision near the iliac spine, and 
pushed my fingers extraperitoneally to the mass in the way I have 
found useful in other cases. The pelvic organs were matted and 
indistinguishable. 

The patient seemed somewhat better after this, but her strength 
soon failed, and she passed blood in her urine, and had some purulent 
discharge per vaginam. The urine was ordered to be centrifuged 
and examined microscopically, but by some mistake this was not 
done. This was a most unfortunate circumstance, as you will soon 
realize. 
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The poor woman died on November 18, and, fortunately, a post- 
mortem was obtained. This was as follows: 

Thorax.—Pleurisy on both sides. 

Heart.—No special change. 

Abdomen.—Chronic adhesion of pelvic viscera. On left side of 
pelvis and up to kidney below peritoneum a large amount of blood 
and pus. 

Bladder contained a pint of recent blood-clot. 

The rectuin was eroded and perforated; septic thrombosis in 
pelvic veins. 

Ovary (left).—Flabby, soft, and apparently suppurative. 

The impression this examination made on me as to clearing up 
of the case was most unsatisfactory. The idea of its being a mere 
pelvic abscess I could not entertain, as it lacked etiology, and then 
the hemorrhage was a most unusual thing. I had never seen this 
occur in an ordinary cellulitic suppuration, and so far as I have read 
I have never met with such a case. 

Dr. Welsh, however, when the ovary was examined, found the 
ray fungus, Actinomycosis bovis; and this, of course, cleared up the 
case at once, and gave out the belated diagnosis of actinomycosis cf 
the ovary and pelvic connective tissue, with secondary infection of 
the liver, lungs, etc. 


We may now discuss the following points : 


1. The nature of actinomycosis so far as it concerns us here. 
2. A criticism of the opinion and treatment. 
3. Some general questions as to diagnosis. 


1. The Nature of Actinomycosis so far as tt concerns us here.— 
This disease affects the lower animals—oxen, horses, pigs—more 
than the human species. Bollinger, in 1877, discovered it in the 
lower animals, and Israel, in 1878, in man. 

In the ox it affects mainly the jaw, tongue, and palate. In the 
human species it enters by the mouth, jaw, cesophagus, intestine, 
lungs, skin, genital tract in the female, and rectum. 

The actinomyces form little colonies, often yellowish in colour, 
visible in the pus to the naked eye. The actinomyces is one of the 
higher bacteria, and in the colonies we find branches, filaments, 
cocci, and clubs. 

The filaments are protoplasmic, and have a sheath, branch 
markedly, and interlace. 

The cocci are produced from growths arising from the filaments. 

The clubs are seen at the margin, and seem to be produced by a 

18 
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hyaline swelling of the sheath of the end of a filament. 


They may 
not be seen in the human species. 


This parasite grows outside the 
body, on barley usually, and this explains the lesion in the. lower 
animals—viz., it is acquired by mastication or inhalation. In the 
human species it may arise in the same way, or may be inoculated 
by using straw in cleansing the parts after defecation. 

When once introduced it spreads slowly, causing suppuration, 
hemorrhage, metastases to lung, liver—in fact, pyemia. 

MacFadyean believes that the cocci start the growth, and are 
carried by leucocytes or in plasma; these elongate and form short 
bacillary forms and the long filaments. The clubs are due to de- 
generative changes in the filaments. 

2. Criticism of the Opinion and Treatment.—In this case I formed 
no diagnosis. When we do so, we mean that the case is seen 
through, understood completely. We cannot speak of a wrong or 
right diagnosis; diagnosis must be right. It is like a ‘bull’s-eye,’ 
which needs no qualifying adjective. The term ‘opinion’ is a good 
one, and should be used when one does not form a diagnosis. We 
can thus have a right or wrong opinion; an opinion can be changed, 
but not a diagnosis. This may seem pedantic, but it is useful, and 
keeps one cautious. No one should be satisfied if only an opinion 
has been formed, and careful examinations should go on to obtain 
certainty. 

I was certain in this case that it was not an ordinary cellulitis 
ending in pelvic abscess. It had some of the features of pelvic 
abscess—situation, temperature, rigors—but the patient was too 
seriously ill at first; there was no child-bearing history, the age was 
against it. 

I thought first of malignant disease. It had some of its features 
—induration, pain, swelling of left leg—but the temperature was not 
that of malignant disease. There was no affection of the inguinal 
glands, such as one gets in late malignant disease of the pelvic con- 
nective tissue, and rigors are not a feature of malignancy. 

There remained two things: tubercular disease and actino- 
mycosis. 

Tubercular disease seemed a likely thing. The age was not against 
it at all, neither was the temperature or rigors and evident pus 
formation. I adopted this, therefore, as my opinion, but with a 
reservation that there was more in the case, and that I had not 
formed a diagnosis. 

I did not think of Actinomycosis. I had never seen a case, 
although I had read of it, and you will find it mentioned and 
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described in the ‘Manual of Gynecology’ (Hart and Barbour). 
You see, I had the knowledge, but did not apply it. I might have 
got light had I said, ‘ Now, what else might cause this condition ?’ 
and if I had looked up even what I had already written. 

I certainly would have made a diagnosis had I examined the pus 
or the urine. This was an indefensible omission. I had no right to 
assume this was an ordinary foetid urine from catheterism. 

You see, gentlemen, I failed to ascertain all the facts, and the 
result was unsatisfactory to me, and especially to the patient. 

I can only say she was very ill all the time, and I hesitated to 
do an extensive operation in her weak state. I think now I should 
have risked it had the patient consented. 

I am standing in the white sheet so that you may learn from it 
how unsatisfactory it is in such a case to be without a diagnosis, and 
how serious our work is. Had I attained to a diagnosis, who knows 
what drainage and iodide of potash might have done ? 

3. Some General Points as to Diagnosis.—This case shows you the 
importance of diagnosis. With it you can treat the case, or if you 
do not know what that should be, you can look up authorities. 
Your books are not so available, however, if you have not your 
diagnosis as an index. Remember that disease sometimes unfolds 
itself slowly, and it is quite one thing to diagnose fully developed 
conditions, and a much more difficult matter to make out obscure 
ones slowly dragging on in their evolution. 

It is a good rule to diagnose before you operate, but in abdominal 
cases you have sometimes to operate in order to diagnose. This case 
certainly belonged to the latter category. 





256 Journal of Obstetrics and Gynecology 


NOTE ON EMMET’S OPERATION AS A 
PREVENTIVE OF ABORTION. 


By G. ERNEST HERMAN, M.B. Lonp., F.R.C.P., 


Senior Obstetric Physician to the London Hospital; late President of the Obstetrical 
Society of London. 


WHEN Emmet introduced the operation of trachelorrhaphy, it was 
proclaimed one of the great triumphs of gynecology by persons so 
convinced of its benefits that they thought it unnecessary to produce 
evidence of its effects. This indiscriminating advocacy made many 
persons doubtful, and probably many still doubt, whether the opera- 
tion is of any use. Thus Dr. Henry Savage, in a discussion at 
the Obstetrical Society of London in 1882, spoke as follows.* ‘The 
American school profess to believe that every disease (none excluded) 
incidental to the uterus may be, and generally is, the direct conse- 
quence of a cervical laceration. The English school disbelieves this 
on good grounds; so, whilst in this state of mind, Emmet’s operation 
will find in it but little favour.’ Hence it seems to me not super- 
fluous to relate some cases which give a little ground for thinking 
that trachelorrhaphy may sometimes be beneficial. 

Seeing that the cervical canal is kept closed during pregnancy 
by the tonic contraction of its muscular fibres, so that the uterine 
contents are not expelled, although the uterus is contracting con- 
tinually throughout pregnancy, and that the first step in the process 
of labour is the inhibition of these muscular fibres, it seems to me 
reasonable to suppose that weakening of the cervix, by extensive 
laceration, might lead to premature expulsion of the contents of the 
uterus; and that if, in such a case, the cervix uteri were strengthened 
by repair of the laceration, possibly abortion might be prevented. 

In the following cases Emmet’s operation was performed upon 
healthy women who complained of nothing except that they had 
repeatedly failed to carry their children to the full term of pregnancy : 
and in whom the only cause discoverable for the repeated abortions 
was laceration of the cervix. They are but three; but they are 
the only ones in which I have done the operation for this cause 
alone, and know the result. Cases of the kind are not common, 
and have to be watched a long time. Hence evidence of this kind 
is slow in accumulating. Three cases do not prove the point, but 
they strengthen the probability. 


* Trans. Obst. Soc. Lond., vol. xxiv., 1882, p. 63. 
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CASE 1.—Patient, aged thirty, had had three children, the last three 
years ago. Since then, three miscarriages, the last six months ago, 
July 16, 1897, rent in cervix repaired by Emmet’s operation. 
July 16, 1898, delivered of a full term living child. 

CASE 2.—Patient, aged thirty-seven, married fifteen years. Her 
first five pregnancies ended in the birth of premature dead children. 
Then a living child was born at seven months. Then she went two 
years without pregnancy, and then followed eight abortions, the last 
two weeks ago. August 4, 1897, a deep tear in the cervix repaired. 
In June, 1898, the patient had a living child born at seven months. 
In this case it is clear that the laceration of the cervix was only one 
of the causes that led to her repeated abortions. 

CasE 3.—This patient was aged twenty-nine. She had had three 
children, the last two and a half years ago. Since then she had had 
five miscarriages. On December 31, 1899, bilateral lacerations of 
the cervix were repaired by the operation. The pregnancy which 
next followed the operation ended in abortion; but the patient 
became pregnant again in September, 1go1, went to the full term, 
and gave birth to a living child. 

These cases make me think that, in women who have deep 
lacerations of the cervix and suffer from repeated abortions, it is 
proper to repair the cervix, and that there is reason to expect that 
this proceeding may enable them to go to full term. 
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A CASE OF SARCOMA OF THE ~= |. 
UTERUS ASSOCIATED WITH FIBROMYOMA, 


OCCURRING IN A PATIENT SUFFERING FROM GLYCOSURIA, 
TREATED BY PANHYSTERECTOMY. 


By WALTER TATE, M.D., M.R.C.P., 


Lecturer on Midwifery and Diseases of Women at St. Thomas’s Hospital; Obstetric 
Physician to St. Thomas’s Hospital. 


Miss A., aged fifty, came first under the writer’s care on February 11, 
1902. The menopause had occurred five years before. In January, 
Igo, the patient began to have an offensive vaginal discharge, 
purulent and a little blood-stained at times. In July, rgo1, she 
consulted Dr. Seymour of Brondesbury on account of the discharge. 
There was at this time slight albuminuria. The patient would not 
submit to any examination, and douches of chinosol were prescribed. 
The discharge diminished in amount under this treatment. In 
August, Ig0I, an examination was allowed, and at this time the 
uterus was found to be as large as a cricket ball, and quite hard. 
A consultation was advised, but the patient decided to go to the 
country for a few weeks in the hope of gaining strength. At this 
time she appeared to be in a weak state of health, the temperature 
was 101° F., and pulse 108. 

While in the country the discharge increased in amount, and 
became very profuse and offensive. She remained there for six 
months, and while there it was discovered that she was suffering 
from glycosuria. She became progressively worse, and on one or 
two occasions was very seriously ill with rigors (temperature 104° F. 
and 105° F.), which were apparently due to septic absorption. The 
discharge was extremely offensive, and so copious that the patient 
had to wear a urinal to collect it. At the end of six months she 
began to get anxious about her condition, and returned to town to 
consult Dr. Seymour in February, 1902, having wasted six valuable 
months in the country suffering from a mortal disease. Since the 
previous examination, a marked change in the patient’s condition had 
occurred. Before, she had looked in poor health, now she was look- 
ing exceedingly ill, with the malignant cachexia profoundly marked. 
The temperature was 100°8° F., pulse 120. Urine had specific gravity 
1025, contained a trace of albumen, and some sugar. There was 
much general emaciation, with cedema of the lower extremities. The 
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abdominal tumour had greatly increased in size during the past six 
months. There was a moderate amount of extremely offensive dis- 
charge from the vagina. As the condition of the patient was 
obviously very grave, she was brought to see me without delay. 

The patient had the aspect of a woman with advanced malig- 
nant disease. The extremely offensive nature of the discharge was 
evident as soon as she entered the room. On examination there 
was considerable prominence of the abdomen, and a firm rounded 
tumour could be felt reaching up to a height of 2 inches above the 
umbilicus. The tumour was quite mobile, and not tender. There 
was no ascites. Per vaginam the discharge was dirty brown in 
colour and very foul-smelling. The cervix was high up, atrophied, 
but quite healthy. A portion of the tumour was felt bulging down 
the anterior fornix; it was smooth and rounded. The lateral 
fornices were quite free, and the whole tumour very movable. It 
was thought to be either a large sloughing submucous fibroid 
or a rapidly growing sarcoma. Owing to the large size of the 
tumour and the character of the discharge, it was thought that, 
even if it proved to be a sloughing fibroid, it would not be 
advisable to attempt any enucleation; therefore no preliminary 
exploration of the interior of the uterus for purposes of diagnosis 
was made. Removal of the whole uterus was advised. As one 
great risk in this particular case was the danger of infecting the 
abdominal wound and peritoneum with discharge from the cervical 
canal, special precautions were taken to prevent this accident. The 
following was the method of operating employed : 

Operation of Panhysterectomy (February 18, 1902).—The vagina and 
external genitals having been thoroughly cleansed with ether-soap, 
and corrosive sublimate solution, the cervix was then drawn down, 
and transfixed with a sharp angular needle. It was then tied in two 
portions with silk ligatures, so as to prevent any discharge escaping 
from the interior of the uterus. During this part of the operation 
rubber gloves were used. After closure of the cervix the vagina was 
again carefully scrubbed out with a nail-brush, and then swabbed 
thoroughly with corrosive sublimate solution. The rubber gloves 
were now discarded, and the abdominal wall prepared for operation 
in the usual manner. After a median incision had been made from 
the pubes to about 1 inch above the umbilicus, the uterine tumour, 
which was very mobile, was readily brought out through the wound. 
The intestines were packed away with gauze sponges. The broad 
ligaments were now examined, and found perfectly free from any 
infiltration. They were ligatured with a series of silk sutures on 
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either side, extending down to the level of the internal os. The 
vesico-uterine fold of peritoneum was next divided, and the bladder 
stripped off the front of the cervix. Finally, the peritoneum was 
divided posteriorly, and the uterus separated from its vaginal attach- 
ments. All bleeding-points were now secured, and a gauze drain 
was introduced through the vagina. The abdominal wound was 


BiG, 1. 
A, fibromyoma in wall of uterus; B, uterine wall, infiltrated with sarcomatous growth, 
in the centre of which is seen the cavity of the uterus. 


closed in three layers. The patient made an excellent recovery. 
The gauze plug was removed from the vagina on the fourth day. 
The abdominal wound healed by first intention. 

The uterus when removed measured 7} by 63 by 43 inches. It is 
evident, on looking at Fig. 1, that there are two distinct parts in the 
mass. The larger part consists of an irregular excavation (represent- 
ing the uterine cavity) surrounded by a malignant growth, which is 
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infiltrating the whole thickness of the uterine wall. The smaller 
part consists of a spherical tumour in the uterine wall, well defined, 
and having a smooth, firm surface on section. This mass has the 
typical appearance of a fibromyoma, and is separated from the 
malignant portion by a well-marked fibrous septum. The infiltration 
of the uterine wall by the malignant growth extends outwards to the 
peritoneal surface, and varies in thickness from 1 to 3 inches. The 
inner surface of the growth is breaking down and gangrenous. The 
cervix and cervical canal are quite healthy. Immediately above the 
internal os the canal opens out into the irregular excavation men- 
tioned above. 


Microscopically the tumour proved to be a mixed round and 


FIG. 2.—MICROSCOPIC SECTION OF SARCOMATOUS GROWTH UNDER #-INCH 
OBJECTIVE, SHOWING ROUND AND SPINDLE CELLS, WITH A FEW MUSCLE 
FIBRES. 


spindle celled sarcoma. An examination of the portion of tumour 
on either side of the septum shows that it forms a well-marked line 
of separation between the fibroid and the sarcomatous growth. 
There is no evidence of any malignant invasion of the fibroid across 
the fibrous septum, nor is there any sign of malignant degeneration 
of the fibroid. Fig. 2 shows the malignant portion of the tumour 
under high power. 

Remarks.—This case emphasizes the importance of a local exami- 
nation and exploration of the interior of the uterus in all cases of 


offensive or hemorrhagic discharges occurring after the menopause. 
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If the patient had submitted to this when first seen by her doctor, 
the disease might have been eradicated at a much earlier date and 
with less risk. 

The first feature of special interest in this case is the enormous 
extent of the sarcomatous growth without any invasion of the fibroid 
tumour. It might be suggested that the sarcoma was due to malig- 
nant degeneration of a fibroid. Were this the case, one would not 
expect to find the uterine cavity in the centre of the mass surrounded 
on all sides by malignant growth. Fibroids grow in the uterine wall 
and displace the canal te one or other side, but do not form circular 
growths round the cavity unless they are multiple. The position of 
the uterine cavity in the centre of the sarcomatous growth points to 
the fact that the sarcoma started de novo in the uterus, and was not 
due to any secondary change in a fibroid. 

It is somewhat remarkable, with such extensive disease present, 
that there should not have been some invasion of the fibroid by the 
sarcoma. The fibrous septum appeared to form a complete barrier 
to any invasion by sarcoma cells. 

The second point of interest is the presence of glycosuria. Some 
doubt existed at first as to whether the glycosuria was due to septic 
absorption from the gangrenous tumour. It was hoped that removal 
of the tumour would be followed by disappearance of sugar from the 
urine. The subsequent history of the patient showed that this was 
probably not the case. 

On February 11 (one week before the operation) the urine gave 
a specific gravity of 1026, and rapidly reduced Fehling’s solution. 

On February 20 (two days after the operation) the urine had a 
specific gravity of 1o18, and there was no reduction of Fehling’s 
solution. It is probable that the absence of sugar on this occasion 
was due to the fact that the patient had nothing but hot water and 
barley-water for the first twenty-four hours after the operation. 

On February 25 the urine had increased in amount; specific 
gravity 1026; reduction of Fehling as before. 

On March 11 urine passed amounted to 70 to 80 ounces per diem; 
specific gravity 1036; loaded with sugar. After the operation, owing 
to the emaciated condition of the patient, it was not thought advisable 
to put her on restricted diet. 

Patient left the nursing home on March 14, 1902. On March 16 
an examination of the urine gave a specific gravity of 1032, with 
19'4 grains of sugar per ounce. She was then put on special diet 
with } grain of codeia twice a day, and on April 27 the urine had a 
specific gravity of 1015, and the sugar had diminished to 2°06 grains 
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per ounce. There was no thirst, and the amount of urine passed 
was not above the normal. 

On June 21 the sugar had again increased to g} grains per ounce. 
This, however, was accounted for by the patient not having adhered 
strictly to her special diet and to the codeia having been given up. 
The patient at this period was reported to be much stronger and to 
have put on flesh. 

The presence of the glycosuria had no effect whatever on the 
healing of the abdominal wound, which united by first intention. 
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SOME POINTS IN THE HISTORY, DIAGNOSIS, 
AND PROGNOSIS OF A CASE OF 
ECTOPIC PREGNANCY, 


WHERE THE DEGENERATING SAC AND CONTENTS WERE 
SUCCESSFULLY REMOVED BY LAPAROTOMY. 


By EWEN J. MACLEAN, M.D., F.R.S. Epin., M.R.C.P. Lonp., 


Senior Gynecologist to the Cardiff. Infirmary. 


E. C., aged thirty-eight years, the mother of six children, was sent up to 
the Cardiff Infirmary by Dr. O’Donnell, of Barry, on December 31, Igor. 

She had ‘seen nothing’ for six months—i.e., since June 6, Igot. 
About two and three-quarter months, however, after the establishment of 
the amenorrhcea she had had marked left lower abdominal pain, but this 
was not accompanied by any special pallor or faintness, nor was there at 
that time vaginal loss of any kind. The pain was persistent and severe, 
and she was laid up with ‘ peritonitis’ for five weeks. 

At the end of the six months’ amenorrhea a ‘ yellow, jelly-like sub- 
stance’ came away with some blood. She was seen by Dr. O’Donnell, 
who removed from the vagina shreds of a material resembling degenerating 
placenta. He gave the patient an intra-uterine douche, and states that on 
examination he got the impression that there was a double uterus present. 
A swelling was to be felt in the lower abdomen other than the uterine 
body, and as the patient did not improve she was sent up to the infirmary. 

On admission, she was found to be in a very weakly condition, with a 
sallow complexion, a temperature of 104°2° F., pulse 136, and respira- 
tions 28. 

The uterus was bulky, with patulous cervix, and measured about 
4 inches, and lay retroverted into the right posterior quarter of the 
pelvis. It had evidently been dislocated into this position by a somewhat 
hard and elastic tumour of oval shape and child’s-head size, which was 
felt in the lower abdomen and pelvis, and rested on the displaced uterus, 
with which it was intimately connected. The tumour extended upwards 
almost to the umbilicus. There was no vaginal coloration and no 
mammary secretion. 

These details were made out mainly on the third day after admission 
under an anesthetic, the pulse and temperature having considerably 
improved during the administration of quinine and intra-uterine douches 
of perchloride of mercury solution. At the same time the uterine cavity 
was blunt curetted and some unimportant débris removed. 

From this time forward the pulse, temperature, and general condition 
improved markedly, and a month after admission I performed a laparotomy, 
with a view of investigating the nature of the tumour and its relations. 

The tumour (Fig. 1) was found lightly adherent to the parietal peri- 
toneum and densely adherent to the underlying uterus, the sigmoid flexure, 
rectum, some coils of ileum, and to the left pelvic wall, and was with 
considerable difficulty isolated, delivered, and amputated. The pedicle 
was composed mainly of the thickened remnants of the left broad ligament 
and tube. At some points where the adhesions to the bowel were very 
obstinate, it was found necessary to leave portions of the outer layer of 
the tumour wall unseparated. The oozing was inconsiderable, and the 
uterus being reposed and the right appendages found healthy, the pelvic 
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cavity was washed out with saline solution and the wound closed in three 
layers. 

The patient made a practically uninterrupted recovery, and left the 
Infirmary on the twenty-eighth day after operation. 

Four months later the local and general conditions were found to be 


very satisfactory, and the patient had again undertaken her household 
duties. 


The nature of the tumour removed was revealed on dissection. 
It was an ectopic gestation sac, in which development had advanced 
to about two to three months and had then ceased. The placenta, 
foetus, and sac wall showed degenerative changes. 

Fig. 1 shows the general contour of the sac. It was of ovoid 
form, and measured 5 inches in the long and 4 inches in the short 


FIG. 1.—SAC AS A WHOLE, SHOWING EXTRUDING 
DEFORMED LOWER LIMBS OF F(ETUS. 


diameter. The ragged adhesion sites and distal portion of the 
pedicle are seen. The irregular protuberance on the left of figure 
represents the deformed, extruding lower limbs of the foetus. This 
protuberance lay underneath and to the right in the pelvis. 

Fig. 2 shows the specimen bisected in its long axis and the foetus 
raised out of its amniotic sac, from which the fluid had been 
absorbed. The placental tissue, which formed the bulk of the 
tumour, lay uppermost and to the left. No trace of the left ovary 
was found during the operation, and there was no ovarian tissue 
recognised macroscopically or microscopically in the sac walls. The 
latter were composed of fibrous tissue readily separable into thin 
layers, and at some points large vascular channels were present. 

It is difficult to be positive concerning the sequence of events in 
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this case as suggested by the study of the specimen and the con- 
ditions found at the time of operation, for the reason that the 
necessary separation and tearing of the adhesions caused consider- 
able alteration in the appearance and relation of the parts concerned. 
It is more than probable, however, that the original left tubal gesta- 
tion, rupturing into the corresponding broad ligament, caused the 
death of the foetus—the placenta being uppermost—at about two 
and a half to three months’ development, and that the subsequent 
changes in the sac were degenerative. 

Remarks : Diagnosis.—Had the clear history above stated been 
obtainable in the first instance, one would have been more confident 


"1G. 2.—SAC BISECTED AND FCTUS RAISED FROM 
AMNIOTIC CAVITY. 


as to the nature of the swelling before the operation. But the 
patient’s condition on admission and for some time thereafter pre- 
cluded the possibility of securing a consecutive account of her 
symptoms. As it was, one was by no means sure of the character 
of the tumour to be dealt with. 

Amongst the nearer possibilities in addition to (1) ectopic preg- 
nancy were (2) one of the varieties of ovarian tumour, (3) myoma 
uteri, (4) pregnancy in the undeveloped horn of an uterus unicornis. 

1. Ectopic Pregnancy.—On looking over the history, it seems clear 
that the gestation in the left Fallopian tube broke through into the 
corresponding broad ligament space at the time of the onset of the 
so-called ‘ peritonitis ’"—i.c., two and three-quarter months after the 
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establishment of the amenorrhea. The substance passed per vaginam 
two and three-quarter months later was in all probability the retained 
degenerated decidua of the uterine cavity. 

The absence of the two ‘classical’ symptoms is noteworthy, viz.— 
(a) the sudden pallor and faintness coincident with acute one-sided 
lower abdominal pain, and (b) the passing per vaginam at the same 
time or shortly after of decidual shreds with a show of blood. With 
regard to the omission of the first symptom, it is of interest to note 
that at the time of the operation there were no evidences of anything 
like a free hemorrhage having taken place outside the sac, and 
there was no sign of there having been a secondary rupture with 
bleeding into the peritoneal cavity. The evidences of hemorrhage 
were present in the placental tissue, and there were some decolourizing 
blood-clots in the subchorionic space. The placenta, being upper- 
most, was probably unable to supply the foetus adequately after its 
displacement into the broad ligament space, and thus terminated its 
existence and also the further development of the sac as a whole. 

2. Ovarian Tumour.—On the not unreasonable assumption that 
an early intra-uterine pregnancy had been present, and had ended 
in abortion, the physical signs on admission were not incompatible 
with the existence of an ovarian tumour developing into the left 
broad ligament, or an extra-ligamentous tumour firmly adherent to 
the uterus and surrounding structures. 

The fuller history, however, excluded this assumption. 

3. Myoma.—The physical signs alone allowed of the considera- 
tion of an interstitial or broad ligament myoma. But the history 
showed that there had been no menorrhagia or metrorrhagia, which 
might have been expected from a uterus enlarged 1} inches from 
its association with a myomatous growth. 

4. Pregnancy in Undeveloped Horn.—This was quite a possibility, 
especially in the absence of symptoms definitely characteristic of 
ectopic gestation. For there were present excellent representatives 
of the enlarged unimpregnated uterine cavity and of the preg- 
nant horn developed to an extent nearly correspondent with the 
amenorrheea. 

This consideration of the difficulties in the diagnosis of this case 
is given as being of some clinical interest, and as stating the points 
which were more particularly considered. It is, of course, far from 
being exhaustive. 

Prognosis.—Apart from the operation, it is conceivable that the 
foetus might have undergone mummification or one of the allied 
changes, and the secundines in large part absorbed. This possibility 
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might be the more readily entertained in view of the lowering of the 
temperature and the improvement in the patient’s general condition 
after the simple curetting of the uterus. There would, however, 
still have remained the risks of the more dangerous forms of degenera- 
tion, resulting in suppuration with all its attendant evils, which would 
have seriously imperilled the patient’s well-being, if not her life. 

The actual prognosis, after the successful removal of the gestation 
sac, is good. 

The right ovary and tube at the operation were found healthy, and 
were left intact. Future pregnancies, therefore, may occur, either 
intra-uterine or, less probably, extra-uterine. It seemed justifiable 
to leave the healthy appendages undisturbed for two main reasons : 

Firstly, the patient is thus saved the distressing symptoms of 
a premature menopause after a more rapid recovery from the opera- 
tion. Such symptoms, when the appendages of both sides are 
removed, may spread themselves over two years or even longer. 
In this instance, where the patient, on returning home, would have 
her hard day’s work to do in the care of children and household 
duties, this is no small consideration, and to it would have to be 
added the prospect of sexual inabilities, which sooner or later develop. 
And, in the second place, should the patient again become pregnant 
with the ovum i utero, whilst there will probably be pain and dis- 
comfort from the stretching of adhesions by the enlarging uterus, 
she will probably carry to term and experience an uncomplicated 
labour. 

On the other hand, alternate ectopic gestation is not rare. But 
this possibility should not weigh too heavily in the balance, and 
the scale with the affirmative reasons is the lower. 
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A CASE OF PUERPERAL ECLAMPSIA, WITH 
AUTOPSY AND REMARKS.* 


By R. H. BELL, M.A., M.B., B.C. (Canras.), M.R.C.P. (Lonp.)., 


Obstetric Tutor and Registrar, St. Thomas’s Hospital; Physician to Out-Patients, 
Samaritan Free Hospital for Women. 


COMPARATIVELY few cases of eclampsia—in England, at any rate— 
are followed by autopsy, with microscopical examination of the organs 
principally affected, and on this account, as stated by Herman,+ our 
knowledge of the morbid anatomy of the disease is behind that of its 
clinical phenomena. 

In the present instance sections of the liver and kidneys are 
available for the personal examination and criticism of the Fellows. 
The macroscopic appearances of the liver can also be studied. It 
seemed, therefore, worth while to bring the case, although an 
isolated one, before the Society. For permission to do so I am in- 
debted to Dr. Tate, under whose care the patient was admitted to 
St. Thomas’s Hospital. The clinical history was as follows : 

E. M , a single woman, aged twenty-one, was brought to the 
hospital, February 26, 1902, in a state of coma following a fit. The 
history of her illness was obtained from her mother. The first 
definite symptoms occurred about Christmas, 1901. These were 
severe headache, faintness, swelling of eyelids, and shortness of 
breath. Swelling of the feet and severe pains in the loins followed. 

A doctor saw her for the first time on February 24, and said she 
had ‘dropsy.’ He also tested the urine, and said it was ‘ very bad.’ 
On the 26th she vomited several times, and at 10.30 a.m. the first fit 
occurred. This was followed by another an hour later. Her mother 
was then present, and describes it thus: It began by her saying that 
she could not see anything, then her face went black and twitched ; 
the jaws were clenched. Urine was passed unconsciously, but not 
feces. The tongue was bitten, but there were no definite convulsive 
movements or screaming. 

Four more fits occurred before admission to the hospital at 
4 p.m., and she was taken up to the ward in a state of coma. A 
little later she could be made to answer ‘yes’ or ‘no,’ but any 
further attempt to rouse her was resented. On examination there 
was considerable cedema over the whole body, the skin was dry, the 


* Read before the Obstetrical Society of London, July 2, 1902. 
+ Clifford Allbutt’s ‘System of Medicine, vol. vii., article ‘ Eclampsia.’ 
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mucous membranes pale. Temperature was 97°8°; pulse, 78. The 
breasts were large, with both primary and secondary areole ; serum 
was present. The uterus could be felt high in the epigastric region. 
Evidently the pregnancy was eight months or more. A catheter 
specimen of the urine showed a heavy trace of albumen. 

A fit occurred soon after admission, and lasted five minutes. It 
was followed by deepened coma and stertorous breathing. Chloral 
and bromide of potassium (a4 40 grains) were given per rectum, 
followed a little later by an injection of morphia (4 grain). 

On vaginal examination the os was found tightly closed, the 
cervix not obliterated and somewhat hard. The vertex was pre- 
senting. The foetal heart was plainly audible. 

An hour later the cervix was rapidly dilated under chloroform to 
a size sufficient to admit De Ribes’ bag. No further attempt was 
made to hasten labour, and the bag was im utero twenty-four hours. 
During this time the patient remained in a semi-comatose condition, 
but no fits occurred. The temperature, which soon after admission 
was 9g9°6°, rose to 100°6°, and then rapidly, just before delivery, to 
104°8°. Directly the bag was removed forceps were applied, and an 
easy delivery effected. The placenta was expressed, and appeared 
normal. An _ intra-uterine douche was given. There was no ex- 
cessive bleeding, but shortly after delivery the pulse became weak 
and running. Intravenous injection of saline (4 pints) caused tem- 
porary improvement only, but upon its repetition a few hours later, 
combined with a hypodermic injection of strychnine, there was a 
decided rally, the patient becoming fully conscious. At the time of 
infusion a few ounces of blood were withdrawn, and were subse- 
quently used in the experiments on toxicity recorded later. 

The following morning temperature was g7°8°; pulse, 108; 
respirations, 32 per minute; breathing laboured. There was occa- 
sional dark brown vomit, slight in amount. The cedema was 
more marked. The urine was acid, sp. gr. 1,022. Albumen, 
one-sixth ; no blood, sugar, or deposit. Measurement for the twenty- 
four hours was 33 ounces. A slight tinge of jaundice was now 
noticed for the first time. The liver could not be felt ; its area of 
dulness was normal. There was no hepatic tenderness. The spleen 
was not felt. Slight shifting dulness was noted in the flanks. 

The next day (March 1) the condition was very similar, save that 
the jaundice was more marked. There were no hemorrhages. The 
maximum temperature was 100°2°. The bowels had now been 
well opened by aperients and enemata. The stools were not clay- 
coloured. 
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On March 2 the urine was dark in colour. It contained albumen 
—still one-sixth only. No attempt was made to distinguish between 
serum-albumen and paraglobulin. Microscopically some blood-cells 
were seen (possibly a contamination from the vagina), and a few 
hyaline and granular casts stained with bile; also some ammonium 
urate crystals and débris. 


An attempt was made to examine the retina, but it was found 
impossible without anesthesia. 


The girl was lying in a semi-comatose condition. The skin 


FIG. 1.—NAKED-EYE APPEARANCES OF THE LIVER. THE SECTION IS TAKEN 
THROUGH THE LARGEST INFARCTED AREA. 


being dry and pungent, hot-air baths were ordered, and diaphoresis 
followed. Towards evening, however, the breathing became worse, 
and then suddenly the pulse failed. Saline infusion (10 pints) 
caused a temporary rally, but death took place at 1.30 a.m. on 
March 3. The temperature just before death was 101°4°. 

The autopsy took place twelve hours later. It was conducted by 
Dr. Colman, and the following notes are from his report. 


I was, 
unfortunately, unable to be present. 


I9g—2 
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Autopsy.—The body was very fat. All the tissues were moderately 
bile-stained. 

The livey was not much altered in shape or size, but was 
extremely flabby. It weighed 55} ounces. On the anterior margin, 
and also at the convexity of the right lobe, there were two infarcts, 
wedge-shaped, firmer than the surrounding tissues, and _ slightly 
raised. They were evidently quite recent (a few days), and had a 
very definite margin. There was no trace of suppuration ; there was 
no blocking of the main trunk of the portal vein. 

On section the liver generally was of a dull ochre colour ; the out- 
lines of the lobules were not apparent ; the whole organ was very 
friable, and evidently fatty. The affection was uniform. There were 
no advanced ‘red’ patches, and the organ, as a whole, was not 
diminished in size, but there seemed little doubt that the liver was in 
an early stage of acute yellow atrophy. 

The kidneys were not enlarged. The capsule stripped off readily. 
On section, except for some mottling of the cortex, probably due to 
fatty change, there was no macroscopic evidence of disease. 

The spleen was much swollen. On section it was soft and 
diffluent. 

Heart.—The valves were normal. There were numerous hemor- 
rhages under the endocardium of the left ventricle, but no other 
abnormality. 

The lungs were healthy. There was calcification of one or two of 
the bronchial glands, but no recent tubercle anywhere. 

The uterus was relaxed. There was a good deal of decomposed 
clot in its cavity. Fallopian tubes and ovaries were normal. 

The brain was not examined. 

Portions of the liver and kidney were cut and stained in the 
clinical laboratory at the hospital. Some of the sections were stained 
by the ordinary double stain (eosin and hematoxylin); others by 
special stains for fat, such as osmic, sharlach, etc. 

Dr. Seligimann, the superintendent of the laboratory, also kindly 
undertook (with Dr. Russell) the investigation of the toxicity of the 
blood, and examined a small quantity of urine passed just before 
death for leucin and tyrosin. I do not propose to give the details 
of the somewhat complicated chemical method employed, but will 
simply state the result. Leucin balls were found; tyrosin was not 
found. 

The method adopted to determine the toxicity of the blood was 
roughly as follows : The blood was received in a clean vessel, and a 
small quantity of guaiacol added to preserve it. It was kept in an 
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ice chamber for some weeks, and then the clear serum was injected 
into a guinea-pig, the method employed being that of subcutaneous 
injection. 

For purposes of comparison the blood withdrawn from two cases 
of uremia, in hospital at the same time, was examined. One case 
may be shortly described. He was a man, aged 32, suffering from 
fits and subsequent coma. The urine contained hyaline, granular, 
and fatty casts. No blood. Albumen 2 grammes per litre. Urea 4 
grains per ounce. The arteries were thickened. Post-mortem the 
kidneys were seen to be small, the capsule stripped, but the surface 


FIG. 2.—LIVER. 


A, section showing degenerative changes—the spaces were for the most part filled with 
fat ; B, section through infarcted area. 


was granular. The cortex was soft, pale, and dirty yellow. The 
liver was engorged and fatty. ‘There was hypertrophy of the left 
ventricle. It was a case of chronic nephritis, with the most marked 
changes occurring in the convoluted tubes. 

The other case was rather a chronic ‘ interstitial’ nephritis, with 
the clinical phenomena of chronic uremia. 

Five c.c. of the ‘eclamptic’ blood were injected into two guinea- 
pigs, weighing respectively 170 and 205 grm. Both animals died 
in less than twenty-four hours. Post-mortem there were no very 
obvious naked-eye changes. The toxicity of the blood-serum was 
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therefore 2°5 per cent., or, at least, it was not more than this, though 
possibly less. 

The comparison was made by injecting roughly proportionate 
quantities of serum from the cases of chronic uremia. 

The actual quantities used were— 

(a) 9 c.c. from case of chronic tubal nephritis injected into 
guinea-pig weighing 287 grm. 

(b) 6 c.c. from case of chronic interstitial nephritis injected into 
guinea-pig weighing 220 grm. 

In neither case did death follow ; in fact, the only visible change 
produced was a certain loss of briskness. 

The microscopic appearances will now be shortly described. 

Liver.—(a) Low power. The outlines of the lobules are for the 
most part fairly distinct. There is little cell infiltration round the 
interlobular vessels, which are not thrombosed. The cells are 
faintly stained and vacuolated. Although the change is fairly 
uniform, it is most marked in the central zone of the lobule. 

(b) High power. The cells are seen to present various stages of 
degeneration. In those least affected the nucleus is still present, 
and stains fairly well with hematoxylin. The protoplasm is granular 
and contains a number of fatty masses, or appears vacuolated, the 
spaces being, no doubt, due to the dissolving out of fat. These cells 
are mostly situated at the periphery of the lobule. More centrally 
there is extreme degeneration. The nuclei are very faintly marked, 
or exist as fragments only. The protoplasm has shrunk, and is 
vacuolated. In many of these cells, indeed, no nucleus is to be seen, 
and the protoplasm is represented by a few irregular strands stretched 
across the cell. 

The connective-tissue cells have not degenerated, and their nuclei 
stain well, suggesting a possibly fictitious increase in their number. 

There is a desquamative catarrh of the bile-ducts, the epithelium 
being shed and in places blocking the lumen, but the cells are 
apparently not themselves degenerate. 

The sections stained with osmic appear almost uniformly black, 
and microscopically the greater part of the cells are seen to be 
almost entirely filled with fat. 

Kidney.—(a) Low power. The changes are most marked in 
the cortex. The majority of the convoluted tubules are seen to be 
affected. The protoplasm of their cells is clouded. The cells 
themsclves often contain no nuclei, so that whole transverse sections 
of tubules may be observed with one, two, or even no nuclei. 

The glomeruli seem for the most part unaffected, and the wide 
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space sometimes present between them and Bowman’s capsule is 
probably due to defective preparation. In the medullary rays the 
loops of Henle appear practically normal. The connective tissue 
is not increased, and there is little or no infiltration of leucocytes. 
The capsule is not thickened. 

(b) High power. In the tubules in which nuclei are present the 
cells are seen to be granular. In those in which the nuclei are not 
differentiated they are not only granular, but also the part of the 
cell towards the basement membrane is for the most part occupied 
by fairly large discrete fatty globules. 


FIG. 3.—KIDNEY, STAINED WITH NEUTRAL RED AND OSMIC ACID, SHOWING 
GRANULAR AND FAITY DEGENERATION OF THE CONVOLUTED TUBES. 


In a few tubules there is desquamation of epithelium, and here 
and there it seems as if there was an attempt at the formation of new 
epithelium. Although the glomeruli are little affected, a few cells 
appear vacuolated, with their nuclei stained irregularly. There is no 
trace of a fatty change. 

Remarks.—I do not propose to enter into any discussion of the 
treatment of eclampsia. Morphia, induction of labour, saline infu- 
sions, etc., were all tried, but without success. The clinical history 
is interesting, and has been detailed at some length; but the main 
interest of the case lies in the autopsy, and the light which it throws 
on the pathology of the disease. 

Speaking generally, the post-mortem signs were those of a case of 
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acute yellow atrophy of the liver in an early stage. It was, in fact, 
so described by Dr. Colman at the head of his report ; but, clinically, 
it was a case of eclampsia. It is true that shortly before death the 
skin became jaundiced and the urine high coloured. But the occur- 
rence of jaundice in cases of eclampsia is now well recognised. In 
the discussion on eclampsia at the meeting of the German Society 
for Gynecology at Giessen in May, Igor (reported in the Centralblatt 
fiir Gynakologie, June, 1901, p. 700), Schmorl of Dresden, in an 
analysis of seventy-three cases, with autopsies, mentions that icterus 
was present in ten cases, and that in three of these the clinical 
symptoms suggested the diagnosis of acute yellow atrophy; but he 
adds that exactly the same changes were found in the liver as in the 
cases of eclampsia without jaundice, and he goes on to deprecate any 
separate classification of the cases where jaundice occurred. 

The onset of the illness must also be remembered—headache, 
vomiting, dyspnoea, and dropsy, culminating finally in fits and coma. 
When admitted to the hospital, she was comatose, with marked 
general cedema and albumen (one-sixth), but no jaundice or other 
indication of acute yellow atrophy. 

It must be admitted that the urinary changes were not charac- 
teristic. The exact quantity of urine passed was difficult to measure, 
but certainly it was little diminished from the normal. On two days 
the amount measured was respectively 33 ounces and 40 ounces. 
Albumen was always present in considerable quantity, but never 
more than one-sixth. I regret that there was no estimation of urea. 

It should be noted, too, that the liver dulness was not diminished, 
and that after death the organ was found little altered in shape or 
size, and weighed 55} ounces. 

With regard to the microscopical characters, I would call atten- 
tion to the following points: (1) There was none of the infiltration 
round the portal vessels and formation of embryonic fibrous tissue 
which has been described in acute yellow atrophy—at least, in advanced 
stages of the disease; (2) the degeneration of the individual cells is 
most marked at the centre rather than at the periphery of the lobule; 
and (3) the amount of fat present is far more than is usually seen in 
acute yellow atrophy, where the granular débris is in excess of the fat. 

The lesions are characteristic not so much of acute yellow atrophy 
as of some acute toxemia. 

Since Pilliet described them in 1889 similar changes have been 
found in almost all cases of eclampsia where the liver has been sub- 
jected to microscopical examination. They were present to a greater 
or less degree in seventy-one of the seventy-three cases referred to 
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by Schmorl in the discussion at Giessen previously mentioned, and 
their resemblance to those of acute yellow atrophy and phosphorus 
poisoning has often been pointed out. The question of phosphorus 
poisoning need not, I think, be considered in this case. There was 
no reason to suspect it, and the history of the onset is against the 
diagnosis. 

It is perhaps permissible to suggest that the distinction between 
eclampsia and acute yellow atrophy occurring in a pregnant woman 
is of no very great importance. The latter is, after all, only a name 
describing a certain morbid condition of the liver found post-mortem, 
and produced by some toxic agent or agents at present unknown. 
Puerperal eclampsia, too, is now very largely regarded as a toxic 
disease, though the toxin remains undiscovered and its source un- 
certain. 

But from reading the English text-books and the discussion in 
this Society last year on Dr. Hey Groves’ paper, there would seem 
to be some confusion and considerable difference of opinion. It is 
doubtful whether at least two classes of cases are not commonly 
described under the heading of eclampsia: (1) where the kidney is 
primarily at fault, and the case is one of poisoning due to imperfect 
elimination of toxins; and (2) where the production or absorption of 
toxins is excessive. 

In the first case the lesions post-mortem are most marked in the 
kidney, and are primarily of an inflammatory character. The disease 
is really ureemia, occurring during pregnancy. 

In the second case the most characteristic lesions are in the liver, 
and are degenerative, the kidney showing similar changes, but to a 
less extent. 

The case here recorded seems to me to belong to the latter class, 
and to be very closely allied to acute yellow atrophy. Perhaps we 
have reached the stage when the term ‘ eclampsia’ might be given up, 
and all such cases considered and reported under the heading ‘ puer- 
peral toxemia,’ while recognising that the actual toxin or toxins have 
still to be discovered. 

I have not ventured to adopt this heading myself, but it has been 
done already in America—for example, by McCone, in a short article 
in the American Journal of Obstetrics for May, 1902. 

That the blood in this case was very highly toxic is proved by 
the experiments of Dr. Seligmann. Certainly, in a recent paper, 
Eden* has criticised the methods adopted for determining the 


* Journal of Obstetrics and Gynecology, February, 1902, p. 192. 
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toxicity of urine and blood-serum, and has pointed out especially 
how the experiments of Stewart proved that the older results, where 
care was not taken to prevent contamination, might be practically 
disregarded. Some of the later results seem, however, to be gener- 
ally accepted—e.g., those of Tarnier and Chambrelent, who in two 
cases of eclampsia found the toxicity of the blood-serum to be from 
3°3 to 4°3 per cent., that of normal blood-serum being 10 per cent.— 
i.e., in the one case 3°3 c.c. would kill 100 grammes of rabbit, while 
in the other case it would require 10 c.c. 

In the case here reported, if the precautions used justify one 
in accepting the result, as I assume, the toxicity of the blood was 
even greater than in either of Tarnier and Chambrelent’s cases; 
5 c.c. of blood-serum was sufficient to kill, first, 170 grammes of 
guinea-pig, and then, in a later experiment, 205 grammes, which is 
equivalent to a toxicity respectively of 2°94 and 2°5 per cent. The 
fact that guinea-pigs were employed by Dr. Seligmann, while Tarnier 
and Chambrelent used rabbits, may to some extent vitiate the com- 
parison, but the high degree of toxicity is made especially apparent 
by the control experiments with blood from cases of chronic urzemia. 

Where the ‘eclamptic’ blood had caused death in less than 
twenty-four hours proportionate doses of ‘uremic’ blood produced 
only loss of briskness. So far, therefore, as one comparison can 
carry us this would seem to indicate that the blood-serum of a 
patient suffering from ‘puerperal eclampsia’ has a considerably 
greater toxicity than that drawn from ordinary cases of uremia, 
even in the stage of coma. 


ADDENDUM. 


Since reading the above further sections have been cut through 
different portions of the liver, including the infarcted area. The 
appearances in the latter case are shown in the illustration (Fig. 2, B). 
The other sections show to a greater or less extent the degenera- 
tive changes already detailed (Fig. 2, A). 

The other drawing accompanying this paper indicates the 
microscopic appearances of the kidney. 

The occurrence of hemorrhagic infarction in the liver is so rare 
that one hesitates to declare that the condition found here was one 
of true infarction, especially as no thrombosis or embolism could 
be demonstrated either macroscopically or microscopically in the 
branches of the hepatic artery or of the portal vein. So far as I 
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know, true infarction has not been recorded in connection with 
eclampsia, while hemorrhages into the substance of the liver are a 
well-known feature of the disease. At the same time, the somewhat 
wedge-shaped area of fairly definite outline, with one boundary 
formed by the surface of the liver, is very suggestive of infarction, 
as are also the microscopic appearances. The liver cells lying in 
the interstices of the hemorrhage stain uniformly, have lost their 
definite outline, and in most cases their nuclei, and are apparently 
in a condition of coagulative necrosis. It should, however, be men- 
tioned that in one section, through a very degenerate portion of the 
liver, there was a small hemorrhage, not larger than a pin’s head, 
and the microscopic appearances were exactly the same as in the 
case of the large ‘infarction. I think the question whether the 
large hemorrhagic areas were true infarctions or not must be left 
open. I should add that the liver has been referred to the Patho- 
logical Committee of the Obstetrical Society of London for further 
investigation 
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DILATATION OF THE CERVIX BY THE 
METRANOIKTER OF SCHATZ. 


By Dr. B. DANIEL anv Dr. R. SCHNEIDER-SIEVERS, 


Assistants to Dr, Prochownick’s Private Hospital for Women in Hamburg. 


THERE is one question which has not failed to gain more and more 
interest among modern gynecologists—namely, that an efficacious 
dilatation of the cavum uteri is the first condition of the successful 
diagnosis and treatment of intra-uterine diseases. From time to time, 
however, doubts arise whether this dilatation is really absolutely 
necessary in all cases or not. Gessner, for instance, seems to think 
that a curettage of the uterus would be quite sufficient for both pur- 
poses whenever a malignant disease of the endometrium is suspected. 
Sellheim, too, by no means approves of dilatation of the cervix, even if 
small portions of the ovum or the membranes are not expelled spon- 
taneously, for he evidently believes it to be always dangerous, to some 
extent at least, to dilate the uterine cavity so much that’ one finger can 
be easily introduced, thus thoroughly examining the interior, especi- 
ally after abortion or in the puerperium. Macnaughton-Jones says: 
whenever obscure menorrhagia or metrorrhagia occurs or persists, 
especially if the discharge continue foul and offensive, there is but one 
safe rule, which is to dilate and explore the uterus, and not to per- 
severe with palliative treatment. We, in conformity with the majority 
of gynecologists, believe that by far the best results are obtained 
through good dilatation and proper examination of the interior of 
cervix and body, followed, if necessary, by curettage. 

Much has been written and said about this subject, and many 
attempts made to make the technique of this procedure as simple and 
perfect as possible. But hitherto no method has been invented, or 
generally adopted, which really fully suits all the purposes asked for. 
The ideal method has to be aseptic, efficacious, and comparatively 
quick, without bringing any danger to the patient. 

The first instruments applied were the so-called metrotomes, a 
kind of bistoury which had to be introduced into the uterus very 
carefully and well protected, so as to avoid any injuries to the soft 
parts. By means of this instrument the os internum, the chief 
obstacle, was cut through. This mode of treatment, however, was 
neither perfect nor without danger for the patient, because it was 
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impossible to work under the control of the eye. Consequently 
severe bleeding from wounds which had not been seen, or infec- 
tion through invisible lacerations of the cervix, one had always 
to be afraid of. Another method has been used by Schroeder. He 
dilated the uterine canal through two more or less deep incisions into 
the portio vaginalis, which generally separated the anterior from the 
posterior lip in the whole length of the portio, so that the uterus 
could be put over the finger like the finger of a glove. The same 
reasons which prevented the first method from attaining much 
popularity were against Schroeder’s, which is now in use in such 
cases only where a submucous fibroid can be extirpated quickly 
and easily. 

Nowadays, however, those methods are of far greater importance 
and value by which the cervix can be dilated without involving 
those manifold dangers which may arise from any wound. The first 
dilators of this kind were those of Sims, Ellinger, B. S. Schulze, and 
others. These distend the os internum by means of a pair of branches 
which are introduced locked, and then spread open. Very often, 
though, much violence is necessary to open these instruments, and, 
besides, it is almost impossible to perform this small operation 
without an anesthetic. Added to this, lesions of the soft parts 
easily occur, and the result very often is not quite satisfactory. 
Hegar’s and Fritsch’s as well as Jones’s dilators are considerably 
better, as they werk slowly, and the effect is produced by degrees. 
Another advantage is that these instruments can be sterilized without 
difficulty. On the other hand, however, it is necessary in very many 
cases to keep the patient under an anesthetic, the procedure being 
otherwise rather painful. Besides, it is almost impossible not to 
make small wounds near the isthmus. In cases of intractable chronic 
metritis, with a rigid and hard uterus, much time and patience are 
very often required on the part of the operator, until the task has 
been accomplished. And it still may not be possible to stretch 
the muscular tissues of the uterus so much that one finger can be 
introduced into its cavity. Jakoby, for instance, has published a 
case where he tried for more than one whole hour to dilate the cervix 
by means of Hegar’s dilators. Nevertheless, the result obtained was 
far from being satisfactory, so that he was not able to introduce 
one finger. Vuillet invented another method, which Landau highly 
recommended as suiting the purpose very well indeed. He employs 
iodoform gauze instead of instruments, which, of course, has often 
to be renewed. Again, much time and patience are necessary on the 
physician’s side as well as the patient’s, and, what is still worse, it is 
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far more difficult with this proceeding to keep up a strict asepsis than 
with the others, be as careful as you may. 

Generally appreciated and in use are the laminaria and tupelo 
tents, whereas Simpson’s sponge tents have been given up every- 
where almost, on account of the difficulties in disinfecting »them 
properly before use. ‘In this country,’ says Macnaughton-Jones, 
‘three kinds of tents are used—sponge, laminaria, and tupelo-root’ ; 
of late years he only uses laminaria. The great advantage of 
these tents is the likeness of their mechanical effect to that of the 
physiological contents of the uterus, which is much greater than 
that of instruments made of glass, or of metal of any kind. The 
uterine cavity is enlarged and distended gradually, and wounds can 
be quite easily avoided. This latter point is owing to the fact that 
the muscularis by degrees gets softer through serous imbibition and 
a greater affluxion of blood, and consequently can be more easily 
dilated. These tents, though, have one objection, namely, that some- 
times they cannot overcome the resistance of a rigid os internum. 
It therefore happens now and then that in such cases they do not 
swell equally well in all parts, remaining thinner in that part 
where the isthmus surrounded them. Consequently they cannot be 
extracted save by enlargement of the cervical canal. It also fre- 
quently happens that a second, and even a third, has to be employed, 
oftener in cases of chronic. inflammation of the uterus or with uteri 
of nullipare, than with abortions. 

So we have seen that all these different methods have their 
various faults and drawbacks. All the more remarkable is it, there- 
fore, that one method has not been taken more interest in and not 
been more generally used, which, without pretending to be perfect, 
enables us to avoid many of the disadvantages of the others. In 
the last edition of his well-known ‘ Manual of Diseases of Women,’ 
Macnaughton-Jones says that in previous editions he had figured 
several specimens of expanding dilators which, however, he believes 
to be absolutely unnecessary. None of the older editions being at 
our disposal, we are unable to say whether the instrument we are 
going to give a few short notes about has been mentioned among 
them. 

In October, 1881, Professor Schatz, of Rostock, showed the 
Obstetrical Society of Leipzig a new instrument for the purpose of 
dilating the uterine cavity. Having tried it himself for some length 
of time before making it generally known, he could say of the 
same that, being once easily introduced into the uterus, it performed 
its task gradually, automatically, and in a comparatively short time. 
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Besides, it is exceedingly simple in construction, and is sterilized 
very easily. In about twelve to twenty-four hours the desired effect 
is produced, but there is no danger of infection in letting it remain 
longer. It causes hardly any pain to the patient nor any trouble 
to the physician, during the time of its installation in the cervix. 
This instrument is the metranoikter or metroikter of Schatz (unrnp, 
CIKVUPL). 

It dilates by means of a strong and round elastic spring, and 
consists of one part which is to be introduced into the cervix, and a 
pair of forceps with which it is placed in position. The former, a kind 
of pin or peg (Fig. 1) is 5°5 cm. in length, and 5 mm. thick; it 
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Fic. 1.—THE INSTRUMENT Fic. 2.—THE UTERUS 
CLOSED. DILATED BY THE IN- 

sp, spring; 6, branches; ss, studs. aieaeiieaian 
is slit in the middle, both halves joined together by the spring (sf) 
mentioned above. When the instrument is open, both branches (b) 
are about 4 or 5 cm. apart from each other, and the strength which 
is required to bring them close together—i.e., the resistance of the 
spring—is the strength of the metroikter. This resistance varies in 
different sizes from 3 to 8 kilogrammes. This instrument cannot be 
introduced with the forceps (Fig. 4) unless the two branches are 
quite close together. Two small studs (ss) on the spring of the 
dilator fit into a pair of holes (/) in the front part of the forceps. 
The forceps are applied to these studs, locked and kept in this 
position by a ring (7), which is round their handles and movable by 
pushing it back. Now the instrument is ready for use (Fig. 3). 
After it is introduced through the os externum, the dilator works. 





284 Journal of Obstetrics and Gynecology 


through the elasticity of the spring, which has to separate the two 
branches again (Fig. 2), and this can only be done through over- 
coming by degrees the resistance of the muscular tissues of the uterus. 

















FiG. 3.—THE FORCEPS HOLDING FIG. 4.—THE FORCEPS. 

THE DILATOR, h, hole; 1, ring. 

There are different sizes of these instruments. With very soft 

uteri it is best to use the smaller ones, of course, the bigger ones 

with very rigid uteri. In cases of abortions we have generally found 
Nos. 6 or 7 to be quite sufficiently strong. 
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After a thorough disinfection of the vagina, and the introduction 
of the sound in order to make quite sure about the direction of 
the uterine cavity, the anterior lip of the portio is drawn down 
with an ordinary pair of tenaculum forceps, and held in this position 
by an assistant, though this is not absolutely necessary. After these 
small preparations, the metranoikter is introduced as far as the 
spring, which has to be lifted over the perineum, and thus is 
brought into the vagina. The ring on the handles of the forceps 
is pushed forward to the lock; the hand of the operator gradually 
lets the handles go, so that the forceps are opened. They are 
easily freed from the dilator, and now the spring begins to do its 
work. To avoid the slipping out of the instrument and any pain 
which might possibly arise through pressure in the vagina, we 
generally slightly tamponned the latter, and that is the last act of 
this small operation, which can very easily be performed without an 
anesthetic. The patient is lying either on her side or in the usual 
dorsal or genu-pectoral position, vulva and vagina being held open 
either by two fingers of the left hand, or a speculum. Afterwards 
the patient is put to bed. 

As to the literature which we had at hand, it was not possible to 
find anything mentioned about the ‘ikter,’ and that is the reason 
why we suppose it to be hardly known and used at all. Schultze 
has modified it to some extent. With his instrument the two 
branches of the dilator are joined to the spring at an angle of 
45°; besides, they have cross-headings to prevent the ‘ikter’ from 
slipping out of the cervix after its installation. His forceps also are 
a little handier and lighter. 

In our small gynzcological hospital the metranoikter of Schatz 
was tried and used in 1882-84. Afterwards this method was aban- 
doned for some time, because in those years the elasticity of the 
spring could not be got sufficiently durable, and we therefore had 
to return to the old methods. In 1890, however, Dr. Hochne, who 
was then an assistant to our hospital, induced Dr. Prochownick 
to try it again. He had been in Rostock previously, and at the 
Frauenklinik there, through several years, had learnt the application 
of this instrument and the advantages of this method under Schatz 
himself. Consequently it was applied for a long time in each 
single case where a dilatation of the uterus was indicated, in order 
to gain sufficient experience and judgment about its efficacy and 
usefulness. It has been used in more than 100 cases, partly for 
diagnostic, partly for therapeutic, purposes. 

Once only it failed completely, with a nullipara of twenty-six 
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years of age. In this case it was absolutely impossible to introduce 
one finger into the cervix after the instrument had been removed, 
because the os internum was so rigid that even the force of the 
spring had not been able to overcome this rigidity. Three times 
it was necessary to add a dilatation with the larger sizes of 
Hegar’s dilators (Nos. 18 to 22), which, however, could be’ accom- 
plished easily enough without any pains and without an anesthetic, 
for the cervical tissues were exceedingly soft and yielding owing to 
the previous gradual distension through the metranoikter. The same 
thing had to be done in another case of incarcerated retroflexion of 
the uterus, where the instrument was found to be lying in the vagina, 
having slipped out of the cervix. In all the other cases, though, 
the result proved to be a thoroughly satisfactory one. Twelve 
to eighteen hours after the installation of the dilator of Schatz one 
finger could be introduced into the uterine canal without any diffi- 
culty, and the cavum could be thoroughly explored or curetted right 
up to the fundus, or douched and tamponned. This convenient 
accessibility was especially desirable in cases of polypus or fibroid, 
or when the diagnosis lay between diseases of either the uterus 
or the tubes and ovaries. Only once a small wound of the mucous 
membrane occurred near the os internum, and another time a 
small depression at the os externum, both, though, without any 
consequences. Our opinion, therefore, is that this method is not only 
less dangerous and less inconvenient for the patient, but also much 
more convenient for the physician or surgeon than any of the others. 

Considering the evidently extensive effect of the instrument pro- 
duced within a couple of hours, one would expect the painfulness of 
the procedure to be rather great. Such, however, is by no means 
the case. In the first few hours only, in contrast with the tupelo 
tents, the patients felt slight pains, and it was seldom necessary 
to give small doses of morphia or laudanum. Cases (as those 
described by Jones) with agonizing pain, symptoms of collapse, 
fainting, etc., ‘after the introduction of a single laminaria tent,’ we 
have never seen with our method. It is most likely that the patients 
have no cause to complain of any bad pains, because the os externum 
is not filled up totally, as is the case after introduction of laminaria 
or tupelo. There is plenty of room between the two branches for 
the secretions of the endometrium to escape. 

It may be owing to this same reason that usually the temperature 
remained at the same height as before. For as we had observed several 
times that the temperature, after the use of laminaria or tupelo, 
rose even to 38°4° Cels. (102° Fahr.) in the rectum, we paid special 
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attention to this point. In three cases only the temperature went up 
as high as 381° C. (101° F.) the day of the introduction of the 
instrument, always returning to its normal height after the operation 
the following day; whereas after employment of tents the thermo- 
meter sometimes showed a rising tendency, and even the first and 
second day post operationem 38°5° C. (103° F.) could be found pretty 
often. The application of the metranoikter, theréfore, was especially 
convenient in cases where the cavum uteri had to be dilated 
quickly, or where there existed besides any inflammatory processes 
near the uterus or any other infectious diseases. In cases of abor- 
tions with previous and still existing moderate fever, the temperature 
often even returned to its normal height. 

Also, as a preparatory means of dilatation the metroikter has proved 
to be very useful for the vaporization of the uterus as well as for the 
induction of premature labour. As to the treatment of quite fresh 
abortions with retention of some portion of the ovum in utero, we 
had to state one great disadvantage of the instrument. Three times 
it happened that shortly after it had been introduced hemorrhage 
occurred, so that the ‘ikter’ had to be removed immediately. But, 
still, even though the time since the installation of the dilator had 
not been very long, the uterine canal had been enlarged so far that 
any remaining contents could be scraped away without any diffi- 
culties. The hemorrhage stopped almost immediately. 

Its cause in quite recent cases of abortion is not perfectly clear, 
for generally in such cases where parts of the ovum have remained 
in the uterus for some time past, or with endometritis decidue, 
fibroids, etc., the introduction of the instrument even seems to stop 
the bleeding immediately. The reason for this striking fact is that 
the two branches of the ‘ikter’ are kept separated from each other 
through the elasticity of the spring, and that thus the uterine walls 
are dilated up to the middle of the body, not only during each con- 
traction, but also within the pauses between the pains. The muscular 
elements, wanting to expel the instrument, contract themselves, and 
so compress the bleeding vessels. 

Summary.—1. The metranoikter of Schatz does not pretend to 
supersede the other methods of dilatation. But it is not only equal 
to the older ones, but also superior to them in many cases. 

2. The main conditions for which the metroikter proves to be 
most useful are— 

(a) Cases of abortion where portions of the ovum have already 
been retained for some time. 

(b) Hemorrhage from the uterus in cases where there is no fresh 

20—2 
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abortion, the reason of which has to be found out through digital 
exploration of the uterine canal, or digital or instrumental denudation 
of the inside of the uterus. 

3. It cannot be recommended in cases of recent abortion, especially 
with private patients, as these, after the introduction of the instru- 
ment, must be kept under constant control. In any such cases, there- 
fore, laminaria or tupelo tents or iodoform gauze must be preferred. 

4. It must be recommended and preferred to any other mode of 
treatment if inflammatory processes take place either in the uterus 
itself or in its surroundings. 

Anyhow, the metranoikter of Schatz deserves to be more tried 
and appreciated than has hitherto been its lot, and all the more 
because there are cases also in obstetrics where of late a quick dilata- 
tion of the cervix by means of instruments (Bossi, Leopold) is 
considered to be advisable. It therefore does seem very likely to us 
that also in these—eclampsia, for instance—our method, after the 
instrument has perhaps been altered to suit its new purpose, may 
prove to be of great value to the obstetrician. 

Our thanks are due to Geheimrat Schatz for his kind permission 
to reproduce some of the illustrations given in his first paper on 
this subject. As we are informed, he is about to publish some notes 
about the manufacturing of and testing the metranoikter in the 
Archiv fiir Gynikologie. 
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A CASE OF PREGNANCY AND LABOUR IN 
TABES DORSALIS. 


By R. P. RANKEN LYLE, M.D., 


Lecturer in Midwifery and Diseases of Women and Children, University of Durham 
College of Medicine, Newcastle-upon-Tyne; Obstetric Physician to the 
Newcastle Lying-in Hospital. 


Mrs. Y., aged thirty-nine, g-para, who had suffered from locomotor ataxy 
for the last six years, was confined on March 18, 1902, of a still-born, full- 
term male child. 

She was twice married, first at seventeen years of age, and had five 
children to the first husband. The first and second children were still- 
born; the other three are still living. The first symptoms of tabes appeared 
six years ago, and two years later she became markedly ataxic. She was 
married for a second time the following year. Some months later a child 
was born, the labour was painless, and in every respect similar to the recent 
one. The child lived eighteen months. Vomiting commenced about this 
time, and has continued ever since. This labour was followed by two 
abortions at the second month of pregnancy. She became pregnant 
for the ninth time last summer, and shortly afterwards the vomiting 
became aggravated, and she commenced to suffer from incontinence of 
urine. She next experienced a feeling of heaviness in the lower part of 
the abdomen, which continued until the child was born. She was only 
able to get about during the first five months of this pregnancy by holding 
on to the different articles of furniture, and had then to take to her bed on 
account of the difficulty she had in walking, and also to relieve the severe 
pain which she felt in her back. She says that she felt the movements of 
the foetus until the day before its birth. 

The first intimation she had of her approaching confinement was the 
rupture of the membranes, which occurred about eleven o’clock in the day. 
Labour was perfectly painless, and on being relieved of the feeling of 
heaviness in the lower part of the abdomen she put her hand down and 
ascertained that the child was born. This was two hours after the rupture 
of the membranes. She then sent to the hospital, and when assistance 
arrived the placenta was easily expressed, the uterus contracted firmly 
but painlessly, and there was no hemorrhage. The puerperium was 
normal. She is now completely bedridden, and requires assistance to 
enable her to turn in bed. She is greatly emaciated; incontinence of 
urine is complete. The bowels have always been very constipated, only 
moving by the aid of an aperient. She appears, however, to have control 


over the sphincter ani. Vomiting has been much less severe since the 
birth of the child. 
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A CASE IN WHICH PREGNANCY OCCURRED 
AFTER THE MENOPAUSE. 


By REGINALD G. HANN, M:R.C.S., L.R.C.P. Lonp. 


In nearly all the published cases of pregnancy occurring late in life, per- 
sistence of menstruation beyond the usual time of the climacteric has been 
noted. Thus, there are cases of childbirth recorded in women whose ages 
range from fifty-five to sixty-five, and even seventy, years, who up to the 
date of conception have been menstruating more or less regularly ; but to 
find conception taking place after the cessation of the menses, and the 
appearance of other signs of the menopause, is a much rarer event. 

The following case has come under my notice. Mrs. B. commenced 
to menstruate when twelve years old, was married when twenty to a man 
a few months her senior, and by the time she was forty was the mother of 
twelve children. She never had a miscarriage. 

From this time she had regularly recurring and painless periods, lasting 
three or four days, until her forty-sixth year, when the usual symptoms of 
the menopause appeared; menstruation ceased, all sexual feeling was lost, 
while her weight slightly increased, the growth of abdominal fat being 
very obvious. 

Three years later, however, in August, 1go1, she gave birth to her 
thirteenth child—a healthy male—being then in her forty-ninth year. 
After weaning the baby, when a few months old, the menses returned, the 
flow lasting one day only, being accompanied by severe pain and recurring 
regularly every four weeks. Sexual desire reappeared with the first 
period. 

It would therefore seem probable that, after being functionless for over 
two years, this woman’s ovaries again became active. 

Mrs. B. and her husband—a working man, who has never had a day’s 
illness in his life—have lived together continuously throughout their 
married days ; their social conditions have undergone no change. 

Lavasseur! recorded the case of a woman, aged fifty, who had a living 
child two years after the cessation of the menses. Another woman who 
had not menstruated for two years was attended in her confinement by 
Underhill? ; she was in her forty-ninth year. Priou® relates the following 
case: The woman, who began to menstruate at sixteen, married at twenty- 
eight, and had six children, the last being born when she was forty-eight ; 
she suckled this child, and saw no catamenia afterwards. Twenty-four 
years later, when the woman was seventy-two, she menstruated at monthly 
intervals for six periods. Her menses then stopped, and in two months 
she gave birth to a two-months foetus. Depasse* relates the case of a 
woman who ceased to menstruate at fifty, and at fifty-nine had a healthy 
baby, which she weaned on her sixtieth birthday. Pearson of Staly- 
bridge recorded the fact that a woman had her tenth baby eighteen months 
after the entire cessation of the menses. 
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REVIEW OF CURRENT LITERATURE 


OBSTETRICS. 


The Micro-organisms of the Vaginal Secretion during Preg- 
nancy (BERGHOLM: Archiv fiir Gyn., 1902, Bd. Ixvi., Ht. 3).—The 
writer has made bacteriological investigations in forty cases. He 
finds the reaction of the vaginal secretion of pregnant women to be 
acid in general, the degree of acidity varying considerably. The 
cellular elements present are squamous epithelial cells, leucocytes, and 
micro-organisms. ‘Though in certain cases, the colour, consistence, 
and reaction of the secretion indicate whether epithelial cells or 
leucocytes predominate, these physical characters give no informa- 
tion as to the micro-organisms present, and therefore do not enable 
the observer to characterize any specimen as normal or pathological. 
The organisms found were, as a rule, those which vary little, and the 
majority preferred anaerobic conditions; though they would grow in 
the presence of air, either in acid culture materials or in those which, 
while neutral in reaction, contained reducing substances. Saccharo- 
myces and a short bacillus grew better in air than without. Most of 
the organisms found were bacilli, cocci being comparatively few. 
Those generally found were not pathogenic for animals. Staphylo- 
coccus pyogenes albus and aureus, Streptococcus pyogenes, and Bacterium 
coli do not occur in vaginal secretion. These and other aerobic 
forms abound, however, in the alkaline vulvar secretion. 
W. E. F. 

Urobilinuria in Pregnancy (G. MERLETTI: Archivio Italiano di 
Ginecologia, v. 179, June, 1902).—In a short note Merletti sum- 
marizes the results of a number of observations on the elimination of 
urobilin in pregnancy. He is able to state that in the last three 
months of gestation at least, and in apparently healthy women with 
no symptoms of disease, it is the rule to find that the biliary con- 
stituents of the urine are increased in amount, and may be twice, or 
even thrice, as much as in healthy non-pregnant subjects. The test 
is the spectroscope. In four cases in which the foetus had died 
in utero the degree of urobilinuria was still greater, and Merletti 
concludes that a high degree of urobilinuria along with the other 
signs of foetal death constitutes a new diagnostic means of some 
value. jh. We. 

Quinine in Pregnancy (Uco Arturo BETTI: La Clinica Ostetrica, 
iv. 213, June, 1902).—The writer gives further clinical records in 
support of the contention that quinine can be safely given to preg- 
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nant women suffering from malaria. Asa rule, there is no ecbolic 


tendency manifested, and the risk of prematurely ending the preg- 
nancy is less than that produced by the malarial cachexia, which 
supervenes if the intermittent fever be not combated. Six cases of 
malaria in pregnancy are reported, in all of which quinine was given 
with the best results. Further, in an extensive epidemic of influenza 
the writer gave quinine freely to pregnant women suffering from that 
malady, and all of these women went safely to the full term; when 
the headache was the prevailing symptom, valerianate of quinine 
was given, and when the pains in the limbs and back were prominent, 
the salicylate of quinine was chosen. Ina case of typhoid fever in a 
woman pregnant at the fourth month, sulphate of quinine was 
administered freely during three weeks. The writer concludes, 
therefore, that when pregnant women are affected by maladies which 
are usually treated with quinine, that drug may be used without the 
fear of its prejudicially influencing the pregnancy. J. W. B. 

Ovarian Pregnancy (MENDES DE L&on and HoL.Leman, Rev. 
de Gynécol. et de Chir. Abdom., May and June, 1902).—In this paper 
the authors review the literature of ovarian pregnancy, and carefully 
report a case which they think may possibly be of this nature. 

The patient, aged thirty years, was seen on November 4, 1900, 
complaining of continuous pain in the left iliac fossa and purulent 
vaginal discharge (probably gonorrheeal). She had had two children 
the last five and a half years previously, and one miscarriage four 
years previously. In July, 1900, the menstrual period was eight days 
overdue when abdominal pain and discharge of blood from the 
vagina occurred; these symptoms lasted ten days. Since that 
attack menstruation had been regular. 

Examination showed that the uterus was somewhat enlarged, and 
behind and to the left of it was a tender swelling the size of a pear. 

At the operation this swelling was found adherent to the 
abdominal wall and to the small intestine. 


It was removed and 
the patient made a good recovery. 


The tumour consisted of the left 
Fallopian tube, the ovary, and a mass of old fibrin and blood-clot 
which was closely adherent to the ovary. 

The fimbriated end of the tube was normal, and beyond some 
adhesions, broken down during the operation, the rest of the tube 
also appeared to be normal. The ovary presented some small cysts, 
but was otherwise normal ; there was no trace of a corpus luteum. 
The ovary was closely incorporated with a mass of fibrin and partly 
organized blood-clot, in which chorionic villi were to be seen. 

G. DE. 

The Anatomical Changes of the Sac in Extra-uterine Inter- 
stitial Pregnancy (ULEsKo-STROGANOWA: Monats. fiir Geburts. und 
Gynak., May, 1902).—True interstitial pregnancy is of very rare 
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occurrence, for, of forty cases collected by Simon, only eight could 
certainly be said to be interstitial. 

Rosenthal described a case in 1896, and carefully distinguished 
cases in which the embryo was completely surrounded by muscular 
structure from those in which it was embedded in the uterine portion 
of the Fallopian tube. According to Hening, only the former should 
be called interstitial or intramural pregnancy. 

The author describes one of four cases of this nature admitted 
to the Obuchow Hospital during nine years. During this time 150 
cases of extra-uterine pregnancy were treated, but only the above- 
mentioned four were truly interstitial The cases were shown at 
the Obstetrical and Gynecological Society of St. Petersburg, and the 
last one was carefully examined by the author. The patient was 
thirty-one, had had two abortions previously, and was admitted to 
hospital in a condition of collapse after seven weeks’ amenorrhcea. 
She was much blanched from hemorrhage, and the lower abdomen 
was dull on percussion, fluctuating, and had the characteristic feel per 
vaginam of freshly clotted blood in the peritoneum. On opening 
the abdomen, the tubes were found unaltered after much blood 
had been cleared out, but there was a hole in the uterine wall 
rather nearer the posterior surface, and about 2 cm. from the round 
ligament. It was the size of a pea, and was at the top of 
a swelling of the uterine wall about the size of a hazel-nut. The 
chorion was protruding from the opening, and the gestation sac 
could he seen within. The whole sac was excised by two half-moon- 
shaped incisions, thereby opening the uterine cavity, in which a 
decidua presented, which was carefully cleared out. The wound in 
the uterus was closed by five deep and two peritoneal sutures. The 
patient made a good recovery. 

The specimen showed that pregnancy had advanced to about three 
weeks duration. Sections were cut from a strip of the whole length 
of the specimen, including the point of rupture, and the apex of the 
cone of tissue removed which opened the uterine cavity, and to which 
a portion of typical decidua was attached. The sections showed that 
the embryonic cavity had no communication with the lumen of the 
Fallopian tube or uterus. The cavity in which the embryo was 
imbedded was surrounded everywhere with muscle bundles, which 
separated it from the uterine and tubal cavities. The wall of the 
embryonic sac was thicker in some places than others; its interior 
was irregular on account of folds, between which chorionic villi in 
good preservation could be seen. In the wall many thin-walled 
bloodvessels could be seen, consisting only of endothelium. In 
addition to this, there were many blood extravasations. Among 
the muscle bundles, and separating them from one another, could be 
seen large cells with large nuclei, sometimes reaching a very large 
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size and being multinucleate, resembling placental giant cells. 
These large cells were commonly arranged in rows near the 
thin-walled bloodvessels, and in places could be seen protruding 
into the lumen of the vessels which they had opened. The origin of 
these cells seemed undoubtedly to be the Langhan’s layer of the 
chorionic villi, for where the villi could be seen between the above- 
mentioned folds, the syncytium seemed not to form a very compact 
layer, and the underlying Langhan’s layer was proliferating and 
forming the cell rows above mentioned. The absence of compact 
and glandular layers of decidua in the embryonic sac negatives the 
proposition that the fertilized egg was implanted on the uterine 
mucous membrane; and the microscopic characters agree with all 
those which appear to be present when the embryo is fixed in the 
Fallopian tube. So it may be concluded that the embryo was im- 
planted in one of the diverticula of the tube which are known to 
exist in the uterine portion, and that the chorionic villi, exercising 
their powers of invasion of the surrounding structures, gradually 
caused the embryo and its covering to sink deeper into the muscle 
layers until it lost its connection with the tube. Finally, the villi, 
spreading widely, in order to obtain the necessary nourishment for 
the embryo, reached the peritoneal surface of the uterus, and so 
caused the rupture of the gestation sac. T. G. S. 
On the Treatment of Pregnancy complicated by Carcinoma of 
the Uterus (WAGNER: Monats. fiir Geburts. und Gynik, May, 1902).— 
Formerly, when carcinoma of the pregnant uterus was considered an 
absolutely incurable disease, all the efforts of the surgeon were directed 
towards the possibility of saving the child’s life; but now, when a 
certain percentage of the cases can be cured by radical operations, it 
is becoming the custom not to wait until the child is viable, but to 
operate at once, irrespective of the period of pregnancy. Unfortu- 
nately, only a small proportion of the cases, when first seen, are 
suitable for any radical operation with a hope of cure. In these 
cases expectant treatment directed towards the alleviation of pain, 
prevention of cachexia, and cleansing the vagina from foul irritating 
discharges, is all that can be done until the child is viable, and can 
be delivered by one of the usual obstetric operations. The prognosis 
in such cases is hopeless for the mother, and the child’s chance of 
life, too, is a small one, on account of the difficulties of delivery, and 
its grave condition owing to the mother’s ill health. On the other 
hand, Hense shows in his statistics of the subject that 24 per cent. 
of the cases submitted to radical operations ended in complete 
recovery. This appears to be a highly gratifying result, and compares 
most favourably with similar operations for cancer on non-pregnant 
uteri. The methods of removal of the pregnant carcinomatous uterus 
seem to fall naturally into three groups according to the size of the 
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uterus, 7.¢., the month of pregnancy. The cases collected show that 
vaginal hysterectomy is the operation used from one to four months. 
From five to seven months Freund’s total extirpation or Zweifel’s 
combined method (supravaginal amputation by laparotomy, followed 
by secondary removal of the cervix and growth per vaginam) are 
made use of. From the seventh month to the end of pregnancy, it 
is usual to employ either Caesarean section followed by Freund’s 
total extirpation, or Zweifel’s combined method, or, lastly, Diihrssen’s 
vaginal Czesarean section followed by vaginal hysterectomy. 

Originally it was thought to be impossible to remove the pregnant 
uterus per vaginam after the third month without previously emptying 
it of its contents. It has, however, been shown by many operators 
now that this is possible even in the sixth month, and certainly that 
it is not necessary to wait several days after emptying the uterus. 
The author quotes a case operated on in the fifth month of pregnancy, 
with carcinoma of the cervix, by Benckiser, in which the uterus was 
removed unopened. The case did well, as far as the immediate 
result of the operation was concerned, but the growth recurred eight 
months later. 

The operation was absolutely easy to perform; apparently the 
spongy connective tissue allowed easy separation of the bladder, and 
the relaxed elongated ligaments allowed the uterus to be easily pulled 
and pressed down through the vagina. The experience of this case, 
taken with that of others, leads the author to the opinion that at the 
middle period of pregnancy with carcinoma abdominal total extirpa- 
tion can rarely be necessary. The abdominal operation is much more 
dangerous that the vaginal on account of the danger of peritoneal 
infection, greater shock, ileus, paresis of intestines, etc., all of which 
are little, if at all, to be feared after vaginal operations. In the later 
months of pregnancy the author considers also that abdominal opera- 
tions are now not justifiable. He fairly considers the life of the 
child as of great importance, but considers that the so-called ‘ vaginal 
Cesarean section’ of Diihrssen, in cases where there is no pelvic 
contraction, allows easy delivery of a living child, and at the same time 
the carcinomatous uterus can be removed per vaginam. There is no 
doubt that any abdominal operation for cervical cancer is a dangerous 
proceeding, and has given bad results, chiefly because of the ease 
with which the peritoneum can be infected from a growth which it 
is well-nigh impossible to make aseptic. If it can be proved that 
Diihrssen’s operation is less dangerous and as easy to perform, it 
certainly will have to be more extensively used in future in these 
cases. Sarwey, Fritsch, and Reckmann are all quoted as agreeing 
with the above. In some cases, where the growth is not very large, 
there may be a possibility of delivery without any incisions in the 
cervix; the head as it comes down may dilate the os uteri and 
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squeeze out the masses of growth. But this can only be justifiable, 
according to the author, when the patient is actually in labour when 
first seen. Otherwise, in any of the last three months Diihrssen’s 
method can be used, and it makes no difference whether uterine con- 
tractions are present or not; they will come on at once when the 
uterus is being emptied. At present, according to Sarwey’s statistics, 
Diihrssen’s operation has been performed twelve times with two 
deaths. The author sums up thus: Immediately carcinoma with 
pregnancy is diagnosed the uterus must be removed, and if near 
term labour pains must not be waited for. From the first to. the 
fourth month the method is vaginal extirpation without emptying 
the uterus. In the fifth and sixth months it may be necessary to let 
out the liquor amnii during vaginal hysterectomy. When the child 
is viable, Diihrssen’s vaginal Casarean section is the operation of 
choice. Only with special indications is abdominal Cesarean section 
and extirpation to be undertaken. bs ty BS. 

Typhoid Fever during Pregnancy ; Widal’s Reaction in Mother 
and Child (Santi: Bolletino del Soc. Toscana di Ostet. e Ginecol., March, 
1902, p. 36).—A woman aged twenty-four, in her third pregnancy, 
had rigors followed by a rise of temperature and night sweats, during 
the seventh month. At the beginning of the eighth month, on 
November 4, her temperature was 103°. A purgative was administered, 
and she had copious diarrhcea. On November 7 she was taken into 
hospital. Her temperature was 101°9°; there was abdominal pain, 
cough, and diarrhcea. There was slight dulness on percussion in 
the right supraclavicular fossa, with some harshness of breathing. 
The spleen was slightly enlarged. As the fever, the abdominal pain, 
and the diarrhoea continued, the blood was examined on November 10, 
and gave a positive reaction to Widal’s test. The fever and diarrhoea 
disappeared on November 20, and the patient gradually improved. 
During the whole course of the illness the foetal heart could be easily 
heard. During convalescence and until parturition, traces of albumen 
were found in the urine. On December 24, one month from the 
commencement of convalescence, and two from the inception of the 
disease, she was delivered of a female child, in excellent health, 
weighing 2,720 grm. The blood of the foetus gave Widal’s reaction. 
A dilution of 1-60 of maternal blood produced marked agglutination 
of the bacilli, but in a dilution of 1-20 of foetal blood the bacilli 
retained their motility. 

The writer does not believe that the foetus had actually con- 
tracted typhoid fever. There were no physical evidences of its 
having had the disease. Neither does he think that the bacilli of 
Eberth had passed into the blood of the foetus, but only the sub- 
stance produced in the maternal blood which has the power of 
agglutinating the bacilli. R. W. McK. 
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Prognosis and Treatment of Criminal Abortion (CH. May- 
GRIER: L’Obstétrique, July, 1902).—Criminal abortion deserves more 
attention from obstetricians, who have hitherto left the study of it to 
medical jurists, for it presents several peculiarities, more especially in 
regard to prognosis and treatment. It is impossible to speak in 
precise terms of the frequency of criminal abortion. Twenty to 
thirty cases annually come before. the French Assize Courts, a mere 
fraction of the total number—at any rate, one may say that the 
criminal induction of abortion is a social plague and a real cause of 
depopulation. Out of a total of 745 abortions under the author’s 
observation at the Lariboisiére and at the Charité, forty-four at least 
were criminally induced, a proportion of nearly 6 per cent. These 
figures are not quoted with any idea of showing the frequency of this 
crime, but simply as hospital figures. Of the 698 women who 
aborted spontaneously, or were thought to have done so, four died, 
and this gives a mortality of 0°57 per cent. In the forty-four cases 
of criminal abortion, no less than twenty-five women died, the 
mortality reaching 56°81 per cent. Obviously, these women died as 
the result of ignorant and clumsy manceuvres. 

Maygrier goes on to give a detailed list of his cases, recording the 
stage at which the patients were admitted, the treatment adopted, 
and so on, under eleven heads. Most suffered from sepsis; even 
among those who seemed free from infection on admission many 
suffered soon after. 

None of these abortions were caused by the administration of 
drugs, but by local methods ; among these the intra-uterine injection 
of solution of soft soap is noted as frequent. In some of the cases 
the abortion was induced by the woman herself. 

In addition to these cases, the author notes two women who 
attempted to induce abortion after a time of amenorrhcea, though 
they were not pregnant. One of these died, and the other recovered 
only after a prolonged and dangerous illness. A feature of the cases 
admitted to hospital was the extreme rapidity of the septic process, 
almost fulminating in its action. To be of any avail treatment must 
accordingly be instituted at the earliest possible opportunity, and the 
indication is to empty the uterus at once. This is best done with 
the finger after dilatation with Hegar’s bougies; the curette may be 
used in some cases, but only when it can be guided by the finger 
in the uterus. The cavity is then swabbed out, by preference with 
Budin’s bird-quill bottle-brush scrubber. The uterus is then packed 
with iodoform gauze. This treatment must in all cases be carried 
out, whether the woman when first seen present symptoms of sepsis 
or not. The great probability, almost amounting to a certainty, is 
that the introduction of instruments into the uterus has already 
produced sepsis. Reference is made to the question of secrecy, 
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which forms so large an element in French medical practice, and to 
the various items of preventive legislation. eH. 1h. @: 

Bossi’s Dilator in Obstetric Practice (G. LEopo_p: La Clinica 
Ostetrica, iv. 201, June, 1902).—In obstetric practice Leopold 
believes that there are three classes of case which demand the 
employment of Bossi’s method of rapid dilatation of the cervix. 
In the first place, it is called for in the induction of premature 
labour and for the acceleration of labour; in such cases, for instance, 
as those in which other means have failed or would take too long 
to act, or in which the condition of the patient—as shown by the 
state of the pulse, etc.—is too serious to permit of long delay. 
In some cases other methods—e.g., the use of Krause’s sound 

have been in action, but have proved ineffective or too slow, 
or during their action signs of danger to mother or to foetus have 
arisen ; then, in these circumstances, it is claimed that Bossi’s dilator 
is of great value to accelerate the labour and quickly empty the 
uterus. In the second place, the method is called for in forced 
labour, as (1) in cases of grave eclampsia, in which the life of the 
mother or her child may depend upon the rapidity of the interven- 
tion ; (2) in cases in which the life of the mother is in danger from 
heart disease, phthisis, or the presence of a dead and putrefying 
foetus in utero, and in which it is necessary to have the certainty of 
succeeding in a short time in emptying the uterus; (3) when for 
some cause the foetus is in danger of dying if not rapidly extracted ; 
(4) in cases of placenta previa, especially of the central variety, when 
the hemorrhage calls for rapid intervention, and plugging either is 
insufficient or leads to concealed hemorrhage; (5) in anatomical 
stenosis of the cervix uteri, when the period of dilatation is prolonged 
to an alarming degree; and (6) in all cases of cicatricial stenosis of 
the cervix, before having recourse to incisions into the cervix or to 
the Cesarean section. In the third place, the method of Bossi is 
required when the placenta is retained in the uterus and the cervix 
cannot be dilated by the hand alone. It is claimed for this mode of 
rapid cervical dilatation that it fulfils all the five following conditions: 
(1) it can be applied with certainty to the cervix which is closed and 
not yet shortened, as in primipare; (2) it gives security to the 
obstetrician that he will be able to obtain a sufficient degree of 
dilatation to enable him to extract a well-developed full-time foetus ; 
(3) it also gives him security that he will be able to get a sufficient 
degree of dilatation in a very short time, if need be, even in from 
fifteen to twenty minutes in the most serious cases; (4) it can be 
used to excite contractions at will, even in a uterus affected with 
inertia; and (5) it can be employed to dilate the cervix up to 11 cm. 
without excessively distending the vagina, by reason of the crossing 
of the blades of the instrument. J. W. B. 
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Bimanual Dilatation of the Cervix Uteri(P. SFAMENI: Rassegna 
d’ Ostetricia e Ginecologia, 1g01).—The writer has employed Bonnaire’s 
method of dilating the cervix uteri to hasten labour in a large variety 
of cases. The technique is as follows: The patient is deeply anzs- 
thetized, and placed in the obstetrical position with the thighs fully 
flexed. If the external os is closed, the point of the index-finger is 
applied to it, and rotatory pressure is made. In this way the finger 
is gradually insinuated into the cervical canal, and the rotatory 
movements are aided by pressure in the axis of the canal. When 
the finger reaches the internal os, pressure is applied in every direc- 
tion with a kind of eccentric massage. In this way the cervix is 
dilated until the index-finger of the other hand can also be intro- 
duced. The two fingers can then stretch the cervix gradually in 
opposite directions, and dilatation is complete when the opposite 
lips of the os can be brought simultaneously into contact with the 
corresponding walls of the pelvis. The pressure used in dilating the 
canal should be gradual and even. If crepitation is felt in the tissues, 
it indicates interstitial rupture of some of the muscle fibres, and the 
pressure should be moderated, or its point of application changed. 
Sfameni has employed this means of hastening delivery in the 
following cases: 

(a) Placenta previa, twelve cases. In ten the immediate results 
for mother and child were excellent. The mothers made perfect 
recoveries. Of eleven children (one was a twin birth) five survived ; 
the other six, which were all premature, died some time after birth. 
In one case the mother recovered and the child died; in another 
the mother died from hemorrhage four hours after parturition, while 
the child was born alive and survived. 


(b) Grave renal and pulmonary complications, one case. Both 
mother and child died. 


(c) Patient 7m articulo mortis, one case. Both mother and child 
died. 

(d) Hemorrhage from separation of a normally situated placenta, 
one case. The mother was saved, but the child was dead before 
intervention. 

(ec) Morbus cordis, with failure of compensation, two cases. 
one mother and child died, but both were saved in the other. 

(f) Eclampsia, six cases. Four mothers and three children 
were saved. 


(g) Death of the foetus and protraction of labour, one case. The 
mother recovered. 


(kh) Complications threatening the foetal life, seven cases. One 
foetus died (prolapse of cord). 


(7) Putrid liquor amnii, five cases. Three ended excellently for 
mother and child. In one case the child died, but the mother 


In 
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recovered; in the other the mother died, the foetus being dead 
before delivery. 

(7) Face presentation, one case. The mother recovered, but the 
child died of meningeal hemorrhage on the second day. 

(k) Slowness of labour, five cases. In all, mothers and children 
did well. 


Eighteen of the patients were primiparz, and twenty-three were 
multipare. 

In twenty cases intervention was made between the sixth month 
and term. Eighteen cases occurred at term, and in four cases, in 
which bimanual dilatation was practised, the period of gestation was 
uncertain. 


The state of the cervix at the time of intervention is impor- 
tant. 

(a) Cervix formed and closed, two cases. In one the mother 
died, the child being dead before intervention; in the other both 
mother and child did well. Average time to produce dilatation was 
fifty-seven minutes. 

(b) Cervix formed, but permeable to one finger, nine cases. 
Three of the mothers died and seven of the children. 
time for dilatation was nineteen minutes. 

(c) Cervix formed, and permeable to two fingers, five cases. All 
the mothers did well, but two of the children died some time after 
birth. Average time required for dilatation, twelve minutes. 

(d) Cervix drawn up and partly dilated, twenty-five cases. Two 
of the mothers died; one foetus was dead before intervention ; three 
died during the operation, and two some time after delivery. Average 
time for dilatation was about eleven minutes. 

The means employed for extracting the foetus after dilatation 
were as follows : 


(a) Application of forceps, nineteen cases. Four of the mothers 
died and four of the children. 

(b) Podalic extraction, two cases. The mothers survived, but one 
child died some hours after delivery. 

(c) Internal version, seventeen cases. One mother and eight 
children died. 

(d) Symphysiotomy and application of forceps, one case. The 
mother lived, but the child died the day after birth from meningeal 
hemorrhage. 

(e) Craniotomy and cranioclasm, two cases. One mother died. 

(f) Application of forceps to the breech, one case. The mother 
died ; the foetus was dead before intervention. 

(g) Mixed version, one case. The mother was saved; the child 
died during spontaneous expulsion. 

The maternal mortality varies according to the indications which 


Average 
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have necessitated the operation, while the foetal mortality varies 
with the period of gestation at which intervention takes place. 
R. W. McK. 

The Use of Forceps in Anterior Face and Brow Presentations 
(W. STROGANOFF: Monatsschrift fiir Geb. u. Gynak., July, p. 388).— 
By anterior face and brow presentations the writer understands those 
in which the foetal back is directed to the front, while the chin in face 
presentations, or the brow in brow presentations, lies posteriorly. 
He believes that in anterior face presentations (with the chin to the 
back) or brow presentations (with the brow to the back), if the head 
is fixed at the pelvic brim or lies in the pelvic cavity, forceps should 
be applied to aid in the rotation of the chin or the forehead. 

Rotation should be promoted slowly, and step by step, by the 
forward movement of the head, and the normal mechanism of the 
position should be imitated as far as possible. Only moderate force 
should be employed, lest the maternal soft parts be damaged. Should 
eight or twelve attempts at traction fail, the head may be perforated, 
provided there are maternal indications for rapidly ending the labour. 
If the face of the foetus lies in an oblique diameter of the pelvis, the 
forceps should be applied twice, after the manner of Scanzoni—+.e., 
first, in one of the oblique diameters, to bring the long axis of the 
head into the transverse diameter of the pelvis, and then in the other 
oblique diameter, to bring the head from the transverse to the antero- 
posterior diameter. If the face is lying almost in the transverse 
diameter of the pelvis, the forceps should be applied by Lange’s 
method—.e., one blade being introduced posteriorly and carried up 
to near the promontory of the sacrum, the other being introduced 
behind the symphysis. 

Stroganoff prefers the straight forceps to those with a pelvic curve, 
though he admits that the operation may be performed very well with 
the curved instruments. R. W. McK. 

Deep Transverse Arrest of the Head as an Indication for 
Forceps (CHARLES B. REED: Annals of Gynaecology and Pediatry, 
vol. xv., July, 1902, No. 7).—The author points out that this con- 
dition is a relatively common complication of labour. Very few 
authors have considered it worthy of notice, and, if at all, it is 
generally described and dismissed in the text-books in a few lines as 
a variety of occipito-posterior position. Ahlfeld found thirty-eight 
cases in 3,000 labours (1°26 per cent.), which is only a slightly less 
frequency than all occipito-posterior positions (1°5 per cent.). Torg- 
gler reports forty-eight cases, representing a frequency of 1°5 per 
cent. in his service. In the last 3,600 labours at the Chicago Lying- 
in Hospital, the condition has been recognised thirty-four times 
(nearly 1 per cent.). 

The diagnosis is easily made from the position of the sagittal 

21 
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suture, which is parallel with the transverse diameter of the inlet, 
and from the two fontanelles being about the same level. The head 
is found on the perineum or a little beyond the mid-plane, and the 
progress of labour is arrested. 

In Ahlfeld’s cases, twenty-seven were primipare; in Torggler’s 
primipare were five times as common as multipare, and this pre- 
ponderance may be due to the early descent of the head during the 
last three or four weeks of pregnancy, during which period it remains 
more or less transverse. This unusual frequency in primipare is not 
borne out, however, by the cases of the Chicago Lying-in Hospital ; 
here nineteen were multipare and fifteen primipare. The condition 
may occur in flat pelvis of moderate degree, generally contracted 
pelvis, prolapse of the arm between the head and the anterior pelvic 
wall, and in 47 per cent. of Ahlfeld’s cases the pelves were too large 
either actually or relatively. Pendulous belly and dolichocephalic 
head also favour the condition. 

The dangers arise from the prolongation of labour, but as a rule 
the cases terminate favourably, if given time enough, by the occiput 
rotating forward, backward, or, as in five cases, the head being de- 
livered in the transverse position. 

When there is no necessity for immediate delivery, the woman is 
placed upon the side towards which the occiput points for an hour 
or so, this permitting the occiput to sink deeper into the pelvis. If 
this fails, two fingers or the half-hand may be carried in behind 
the posterior parietal bone, and an attempt made to assist rota- 
tion forward, and if this fails pressure may be made upward on the 
sinciput during a pain to secure flexion. 

In most instances the normal termination of the case cannot be 
waited for, and if no progress occurs within two and a half hours 
after complete dilatation of the os the forceps should be applied. 
Before the forceps are applied the location of the occiput must be 
determined, and the blades should then be applied in that pelvic 
oblique diameter toward which the occiput lies; hence, if the 
occiput lies to the woman’s left, the forceps should be applied in 
the left oblique, the left blade resting on the anterior malar bone, 
and the right on the posterior parietal protuberance. Traction and 
rotation must be simultaneous, in the proportion of two of traction 
to one of rotation. There is danger of lacerating the vaginal walls 
by this manceuvre, and occasionally, in spite of every precaution, 
this will occur. After rotation the blades may be removed if the 
pains are strong. Axis-traction forceps are also found satisfactory. 

G. H. A. C. B. 

The Transportation of Chorionic Villi (PATEN : Archiv fiir Gyn., 
1902, Bd. Ixvi., Ht. 3).—The discovery of chorionic elements in 
secondary malignant growths raises, for the writer, the question 





Current Literature: Obstetrics 303 


whether in ordinary pregnancy foetal structures enter the maternal 
circulation. A number of previous observers have noted the occur- 
rence of syncytial elements within maternal bloodvessels. A few 
authors have also described complete villi as having been seen in 
maternal veins. The paper by Veit on ‘ Deportation of Chorionic 
Villi’ (Zeztschrift fiir Gyn. u. Geb., Bd. xliv., Ht. 2) contains a com- 
plete record of previous work on the subject. After recapitulating 
this, the writer describes in detail seven pregnant uteri which he has 
examined microscopically. Two of these were removed during the 
early months, the remainder towards the end of pregnancy; all were 
prepared with the placenta im situ. The writer found that broken 
villi, or portions of them, had in each case entered the maternal 
vessels. The early specimens showed the migration of syncytial 
buds, such as are seen upon young villi, and also of whole viili. 
In the older specimens, adult villi were found in the veins 
of the uterine wall. In some of the cases these appearances 
were very rare, and were found only after cutting innumerable 
sections ; in other cases the search was attended with no difficulty. 
The writer remarks that the villous structures found in the prepared 
uteri could only be those which were lying in the uterine veins just 
at the time of death, all others having been previously swept away 
into the maternal circulation. They are not emboli, inasmuch as 
they do not block the veins, but are carried on from the smaller to 
the larger until, after passing through the heart, they are arrested in 
the capillaries of the lungs. They appear to have no coagulating 
action upon the maternal blood, nor do they have any injurious 
effect upon the walls of the vessels. No special examination has 
been made of the lungs of healthy females dying during pregnancy, 
or, the writer thinks, the presence of fragments of villi would have 
been demonstrated in their capillaries. In the uterine wall the frag- 
ments found are fresh and well preserved, but these are portions only 
just broken off from the living placenta. Those which have passed 
on with the maternal blood-stream probably break up after necrotic 
changes have occurred in them, and gradually disappear without 
leaving any trace in the blood. The method in which the villi are 
broken off, their frequency in some cases and their rareness in others, 
their fate, and their significance the writer cannot explain. He 
states with confidence, however, that the separation of villi and 
fragments, and their entrance into the maternal blood-stream is a 
regular occurrence in pregnancy, and is without pathological impor- 
tance either for mother or for child. The chorionic fragments in 
question are so small that they would not cause any disturbance 
clinically recognisable even if present in large quantity in the lung. 
Their death and disruption doubtless occurs so quickly that no 
accumulation has time to form. 
2I—2 
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Under certain circumstances the transportation of these foetal 
elements into the maternal circulation may have some significance 
for the mother. Veit suggests that the process may be regarded as 
a kind of foetal secretion into the maternal blood, and thinks it may 
be regarded as the cause of the phenomena of so-called telegony. 
The writer, however, considers that the examples of telegony quoted 
by stock-breeders are incapable of resisting scientific criticism, 
while no true instances have been recorded as occurring in the 
human subject. With regard to syphilis, however, the case is very 
different, and the writer considers it possible that fragments broken 
from the placenta of a child which has inherited syphilis from its 
father may pass into the blood of a not yet syphilitic mother, and 
may communicate the disease to her. He would thus explain the 
well-known cases in which the mother of a syphilitic child is rendered 
incapable of subsequent infection without herseif manifesting any 
symptom of the condition—infection by the so-called choc en retour. 

Another instance in which the transportation of chorionic villi 
may influence the mother is afforded, the writer thinks, when the 
chorionic villi possess the peculiarity of producing malignant new 
growths. He considers that in some cases the ovum is the seat of 
malignant degeneration, and that in these cases portions of the villi 
transported into the maternal circulation can continue to grow and 
to form malignant tumours within the maternal organs, although 
fragments of healthy villi necrose and break up soon after entering 
the maternal blood-stream. The hydatid mole he regards as a form 
of malignant disease of the ovum, which may or may not be trans- 
mitted to the mother by means of fragments transported in the 
blood-stream. Fragments are thus transported, as a rule, but they 
are not always in a condition to continue their growth and form 
tumour masses in the situations where they may happen to be 
deposited. The four following conclusions summarize the writer's 
results : 

1. The transportation of torn-off villi or villous epithelium in the 
maternal circulation is very common, and probably occurs in every 
pregnancy. 

2. In normal pregnancy the transported portions of the ovum 
perish without producing any symptoms. 

3. Choc en retour and post-conceptional syphilitic infection of the 
mother may be conveniently explained as the result of tearing off of 
portions of villi. 

4. In malignant disease of the chorion (hydatid mole, V. Syn- 
cytionia) transportation of portions of villi leads to the production of 
metastatic deposits in the mother. W. E. F. 
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GYN ACOLOGY. 


The Dysmenorrhea of Girls and Young Women (BouiLty: 
La Gynécologte, June, 1902).—This type of dysmenorrhcea may be 
merely transitory, diminishing greatly during the early years of 
menstrual life; in other cases it persists until pregnancy occurs, 
which usually is followed by permanent cure. Bouilly considers 
that in all these cases the real lesion is an infantile state of the 
uterus as revealed by local examination, and he believes also that 
the ovaries are atrophic or infantile in type. The cause of the pro- 
duction of the pain is still obscure; it certainly does not depend 
upon flexion or any mechanical obstruction to the menstrual flow, 
although the beneficial results of dilatation, in whatever way it may 
act, are very marked in the great majority of cases. 

Bouilly recommends slow dilatation with laminaria tents in 
preference to the rapid mechanical dilatation of Hegar and others. 
He strongly advocates general hygienic treatment to stimulate 
ovarian activity. For this purpose he prescribes gymnastic exer- 
cises, bicycling, tennis, etc., avoiding prolonged rest and any intel- 
lectual exertion. He also administers ovarian gland substance for 
some time, as he believes that in many of these cases ‘ ovarian 
insufficiency’ is an important factor in maintaining the dysmenor- 
trhoea. He has also seen much benefit from the use of static 
electricity. A. W. W. L. 

Observations on Benign Stratification of the Epithelium of 
the Body of the Uterus (HENGGE: Monats. fiir Geburts. und Gynak., 
May, Ig02).—Transitions from columnar to stratified epithelium in 
the uterus have been described by many authors, and, according to 
Gebhard, may be started by irritations of either a mechanical, 
chemical, or bacterial nature. In general, however, such transitions 
of epithelium have been described either in foetal uteri, or in malignant 
growths, or after curettage of the uterus. The author describes the 
microscopic appearance of curetted pieces from the uterus in two 
cases, investigated in Gustav Klein’s histological laboratory. 

The first patient was a multipara, aged forty-four, who had been 
bleeding for four days, after five and a half weeks amenorrhcea, and 
again for fourteen days after two weeks amenorrhcea. The curetted 
pieces were small, and showed that, although the surface epithelium 
was much changed, there was no alteration in the glands or the 
underlying interglandular connective-tissue layers. Scarcely in any 
pieces was the surface epithelium normal; it seemed to be several 
layers deep, and in places formed projecting proliferations in which 
the cells were fifteen thick, forming an elevation of 180 w, and having 
a breadth of 400 w. The cells forming this elevation were for the 
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most part endothelial in character, showed no flattening of the surface 
and no keratinisation. Here and there leucocytes could be seen 
imbedded in the mass of cells, and also sharply outlined spaces 
resembling vacuoles. There was no trace anywhere of infiltration 
of the underlying tissues. Clinically, for one year after the curetting 
the patient was well, but as she had a prolonged menstrual period 
again, she was once more curetted, and a year later the menstruation 
ceased altogether. 

The second case was a multipara, aged forty-nine, who had had 
a foul-smelling discharge for three years, but no menstrual loss, being 
evidently at the menopause. Then, during the first half of 1900, she 
had some irregular hemorrhages, for which she was curetted. The 
pieces were small, and for the investigation were cut in series by the 
paraffin method. The surface epithelium could be seen to be 
sharply defined from the underlying interglandular tissue, and to 
be considerably thickened. The glands were not increased in 
number, although they showed some widening and branching in 
places. The surface epithelium showed no tendency to grow down 
into the underlying tissue; it was proliferating almost every- 
where, and formed papillary excrescences five or six cells deep, 
but the cells seemed to keep their cylindrical character. They had 
not the rounded endothelial character of the cells in the previous 
case. There was no sign anywhere of flattening or keratinisation. 
Clinically, the patient was not cured after this curettage, and so a 
year later, as there was some more hemorrhage (after six months 
quite free from hemorrhage) a second curettage was performed. 
The pieces from this operation showed no surface epithelium, no 
changes in the glands, and no evidence anywhere of malignant 
disease. The author concludes by giving a careful differential 
diagnosis in these two cases from cases of retained products of 
conception, malignant or tuberculous disease, and considers that 
these cases really are evidence that the uterine epithelium can 
become proliferated and stratified without malignant disease being 
present. &. ¥. %. 

Diagnostic Value of Contractions in Tumours of the Female 
Internal Generative Organs (CatTurani: Archivio Italiano di 
Ginecologia, v. 172, June, 1902).—The writer describes at length a case 
of tumour in the lower part of the abdomen of a nullipara of twenty- 
six years of age; there was elevation of temperature, with vomiting, 
and signs of peritonitis. In size the tumour resembled a five-months’ 
pregnant uterus, and was round in shape. The surface was generally 
smooth, but at points there were projections of different sizes It 
had a uniformly firm consistence, it reached as high as the umbilicus, 
was mainly median in position, and between it and the symphysis 
pubis the observer was able to introduce the hand. By the bimanual 
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examination the uterus was found lying to the front, and it seemed 
as if it moved with the tumour and was attached to it. During 
palpation it was distinctly felt that the tumour became firm, tense; 
and rigid. From all these characters, and especially from the degree 
of contractility which was present, the diagnosis of multiple fibroids 
of the uterus of the subperitoneal variety was made. When the 
abdomen was opened, however, it was found to be a cyst of the left 
ovary with a twisted pedicle, adherent to the intestines and to the 
posterior wall of the uterus. It was removed, and the patient 
recovered. The writer, therefore, points out that the property of 
contractility is not reserved for the pregnant uterus or Fallopian 
tube, or for fibroids of the uterus, but may be met with also in 
ovarian cysts. 

He records a second case in which the same contractile character 
was noticed, and on operation a suppurating cyst of the left broad 
ligament was met with, which had adhesions with the left side of the 
uterus. He does not attempt to explain this peculiarity save by the 
presence of an unusual number of muscular fibres in the wall of some 
thick cysts. . 

It may be concluded that the property of contractility during 
palpation may be met with in (1) the pregnant uterus, (2) the preg- 
nant tube, (3) the tube with inflammatory or fluid contents, (4) the 
uterus containing a submucous fibroid, (5) the interstitial and sub- 
peritoneal fibroid, and in (6) some cysts. Its value, therefore, as an 
aid in differential diagnosis is not so great as has been hitherto 
supposed. j. W. B. 

Vaginal Hysterectomy without Forceps (H. INGLEssi: La 
Gynécologie, June, 1902).—The relative advantages of the use of 
ligatures and forceps in vaginal hysterectomy have been much dis- 
cussed for some years. In this paper a historical review is given of 
the various methods adopted to procure hemostasis of the broad 
ligaments. In the early years of the operation ligatures of silk were 
exclusively used ; these were usually left long, hanging into the vagina. 
The introduction of forcipressure by Péan, Richelot, and others ied 
to a radical change in method. And at the present time the opera- 
tion with clamps is the procedure of choice with many, especially 
amongst French surgeons. The technique is simple; the operation 
can be rapidly carried out, and the results have been excellent. One 
of the drawbacks is the severe pain which patients usually suffer until 
the clamps are removed. It is difficult also to avoid pressure injuries 
to the vagina and vulva. Occasionally severe hemorrhage occurs 
from the slipping of a clamp, or after their removal from the non- 
obliteration of a large vessel. Inglessi discusses minutely the 
advantages of each method, and expresses himself as strongly in 
favour of the use of ligatures. He condemns ligature of the broad 
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ligament e masse or in sections, but prefers to ligature the vessels 
separately—viz., the uterine, the artery to the round ligament, and 
the ovarian vessels, six ligatures being required in all. He uses cat- 
gut, the ligatures being cut short at the end of the operation. An 
indiarubber drainage-tube is now inserted into the peritoneal cavity, 
and the vaginal vault packed with gauze. The operation by ligatures 
is undoubtedly somewhat longer than if clamps are used. This, 
however, is compensated for by the greater simplicity of the after- 
treatment, the freedom from pain, and the absence of any need for 
local interference during the few days following the operation. In 
the great majority of cases it is easy to apply the ligatures, and it 
would seem that the difficulty of doing this has been considerably 
exaggerated by some. The conclusions of the author are based upon 
rather a small number of cases (23) in which this method was adopted 
with success. A. W. W. L. 
The Control of Hzmorrhage in the Removal of Pelvic 
Tumours (HERMAN E. Pearse, M.D., Kansas: Interstate Medical 
Journal, vol. ix., July, 1902, No. 7).—The author considers that the 
hardest problem to solve in the removal of pelvic tumours is the 
arrest of the bleeding. The position of the bowel, bladder and ureter 
is practically constant ; definite precautions can be taken to avoid 
injuring them, and if they are injured they can be repaired with 
some degree of leisure. With bleeding it is different; vessels may 
be torn deep down in the pelvis which may be very difficult to 
get at; dangerous bleeding may arise from separated adhesions, 
and a catastrophe is only averted by the courage, resource, and 
dexterity of the operator. The author points out that the best way 
to control the bleeding is to search for and control the vessels which 
are its source as early as possible in the operation. The blood-supply 
will be found to proceed from two superficial sources and from several 
deep ones, the superficial being the ovarian artery and the artery to 
the round ligament, the deep ones the uterine and enlarged branches 
from the sciatic, obturator, and anterior branch of the internal iliac. 
The cervical artery is given off from the uterine, just before it 
crosses the ureter ; it is, therefore, better to ligature the uterine half 
an inch beyond the ureter, and this will obviate having to tie the 
cervical as well. In an ovarian tumour much may be gained by a 
preliminary ligature about the top of the broad ligament at the 
uterine cornu, thus controlling the anastomoses between the ovarian 
and uterine arteries. The author then describes his method of 
hysterectomy for fibroids and malignant disease, and finally con- 
siders the angiotribe, thermo-clamp, pressure-clamp and ligature. 
The angiotribe crushes the tissues of the pedicle into one 
mass of solid amorphous tissue, the arteries and veins being 
obliterated. The advantages are, that it is unbreakable, and there 
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are no ligatures to slip or act as irritants, giving trouble at some 
future date. No cases of secondary hemorrhage have occurred 
with it. 

The electro-thermo-clamp, which combines the crushing power 
of the clamp with the hardening and exsiccating power of the electric 
heating current, the author speaks highly of. As in the case of the 
angiotribe no foreign body is left to give trouble. 

Pressure-clamps: The author considers the slender strong clamp 
the best, but very rarely uses it. 

The serre-nceud has the disadvantages of prolonged convalescence 
by slow separation of the stump, the formation of sinuses and 
fistulz, and the pain of subsequent dressings, etc. ; nevertheless the 
author generally has this instrument by him, needing its use, how- 
ever, less and less each year, as he becomes more expert in securing 
the vessels in advance. 

The author considers ligation the best method for securing 
the vessels, and prefers properly prepared catgut, because it is 
freely absorbed, always sterile, flexible, easily tied, and does not 
act as a foreign body. His method of preparing catgut is as 
follows: Soak in 4 per cent. aqueous solution of formalin for forty- 
eight hours, adding, if it is desired to keep the ligatures for ten days, 
20 grains of potassium bichromate to each pint of solution. The 
formalin is then washed out by placing the gut in a bowl and 
allowing the water to enter the bowl from the bottom and overflow. 
The water is left running for twenty-four hours. The gut is then 
tied up in small bundles, wrapped in gauze, and boiled for fifteen 
minutes. It is then laid in alcohol for one day, and finally stored in 
absolute alcohol. G. B.A. C. &. 

Primary Carcinoma of the Fallopian Tubes (StoL_tz: Archiv 
fiir Gynak., 1902, Bd. Ixvi., Ht. 2, p. 365).—This paper begins with 
a description of the case of a patient, forty-five years of age, who 
had had five children, and who for nine months had had no hemor- 
rhagic or other discharge. She complained, however, of pain, and a 
diagnosis of subserous myoma uteri was made from the physical 
signs observed. Laparotomy was done, and total extirpation of the 
uterus and adnexa was followed by the removal of connective tissue 
and lymphatic glands from the pelvis. The tumour, which was 
almost the size of a child’s head, proved to be a papillary-alveolar 
carcinoma of the right tube. The right ovary was the size of a hen’s 
egg, and consisted of adeno-carcinomatous tissue. The left ovary 
and tube were normal. Carcinomatous elements were found in some 
of the pelvic glands. The uterus was slightly enlarged. The writer 
regards the tubal growth as primary, the ovary being either the seat 
of metastasis or of independent cancerous change. The former view 
is the probable one, considering the following points: The transition 
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from papilloma to alveolar cancer can be completely traced in the 
tubal growth—this is much larger than the ovarian tumour ; the two 
growths are histologically identical ; the peritoneal covering of the 
tube is intact and unaffected. 

Orthmann described a case of primary cancer of the tube in 1886, 
and referred to other cases in 1888. In the same year Doran showed 
a specimen before the London Obstetrical Society. Sanger and Barth 
published a table of 18 cases in 1895, and Stoltz now brings the 
number up to 44, giving details of the cases reported since the paper 
of Sanger and Barth was published. These authors, with whom Stoltz 
agrees, distinguished between (1) primary papillary cancer of the 
tube and (2) the papillo-alveolar form. He quotes a mass of opinion 
from authors who have described cases of one or of the other variety, 
but there appears to be no real reason why the alveolar form should 
not be regarded as simply an advanced stage of the papillary. 
The writer mentions Doran’s view that primary tubal carcinoma 
may arise in portions of the Wolffian duct, and considers that 
this would afford an explanation of the absence of papillary growth 
in certain cases, accounting at the same time for the presence of 
alveolar cancer underneath an unaltered tubal mucosa. This, 
however, he holds, would be a third variety of growth distinct 
from the papillary and alveolar varieties derived from the tubal 
mucosa. In ordinary cases the quick growth of the epithelium 
of the tubal mucosa increases the number of the foldings of the 
mucosa and also that of the furrows between them. Towards the 
lumen, papillae are formed, towards the wall of the tube alveoli. 
The single layer of epithelium becomes multiplied, and the spaces 
between the papillae become filled with masses of proliferating 
cancer cells. The further the process proceeds, the more numerous 
are the alveoli in the tubal wall. Finally, the cells of the growth 
become quite atypical and break unrestrained into the connective 
and muscular tissue. The lymphatics and glands then become 
affected and metastatic deposits appear. Direct advance of the 
growth through the wall of the tube to the peritoneum also aids 
the spread of the growth. 

Secondary cancer of the tube, which is much more frequent 
than the primary condition, follows uterine disease in two-thirds 
of the cases, and ovarian cancer in about one-third. 

As to the causation of tubal cancer, the writer agrees with 
Eckardt that the commonly found chronic inflammation has not 
the importance, causally, which has been ascribed to it by various 
authors. He does not deny that chronic salpingitis may favour the 
inception of malignant changes in the tube, but insists on the possibility 
of the latter occurring without the former. The ages of the patients 
in the cases collected by the writer varied from thirty-five to seventy. 
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The menopause years, as in Sanger’s table, were those in which 
most cases occurred. Six patients only out of the seventeen were 
sterile, while half of Sanger’s cases were in sterile women. 

The symptoms of carcinoma do not differ greatly from those of 
other tubal diseases. Menstrual disturbances are usually noticed 
early, but are sometimes absent. Pain is generally a marked 
symptom. There is often copious watery discharge (hydrops tube 
profluens) mixed with blood and mucus, and accompanied by cramp- 
like pain. The symptoms of chronic or acute peritonitis mark the 
spread of the disease through the serous covering of the tube. The 
physical signs vary with the stage to which the condition has 
advanced, ascites and abdominal swelling being of late appearance. 
The diagnosis is generally allowed to be difficult, as the condition 
may be confused with inflammatory tumours of the adnexa, pyosalpinx, 
myoma, and ovarian tumours. Hitherto the diagnosis has seldom 
been made prior to operation. 

The prognosis is not any better than in cancer of other pelvic 
organs. Cases seldom come to operation before the lymphatics 
are involved, for this often occurs before the primary growth 
has exceeded the limits of the mucosa of the tube, and huge 
secondary deposits have been seen in cases where the primary 
growth was very small. Sanger and Barth reported 3 deaths after 
operation, 4 recurrences, 7 cures, and 2 cases lost sight of. Giles 
mentions Io recurrences out of 21 operations, and regards the prog- 
nosis as unfavourable. Doran states that but few out of 22 cases 
remained free a year after operation. The writer considers that the 
extent of the growth is not so important an element in the prognosis 
as is its histological character. Thus, in the cases he has collected 
recurrence was much quicker when the tumour was of the alveolar 
type than when it was papillary in structure. 

As regards ultimate results, the writer finds that there has not 
as yet been much difference between operations by the vaginal 
and those by the abdominal route, neither having met with much 
success. He regards it as essential, if improved results are to 
be secured, that the ovaries and tubes of both sides should be 
removed, and also the uterus. Supravaginal amputation of the 
uterus is not sufficient, and the organ should be completely extir- 
pated. He also considers that as much as possible of the broad 
ligaments and pelvic connective tissue should be removed, together 
with all the retroperitoneal glands within reach. The abdominal 
route is naturally to be selected for a dissection of this kind. 

On Sarcoma of the Ovary (ALPHONS STAUDER: Zettsch. fiir 
Geburts. und Gynak., Bd. xlvii., Part 3).—In the thirteen years 
1889 to IgoI twenty cases of sarcoma and endothelioma of the 
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ovary were treated at the Wiirzburg Frauenklinik. The total number 
of ovarian cysts and tumours met with during this period amounted 
to 295, so that the proportion of sarcoma to the total number attained 
the relatively high rate of 6°78 per cent. In the present paper Stauder 
gives the details of these 20 cases, in 7 of which both ovaries were 
affected at the same time. Five of the tumours were round-celled 
and 2 spindle-celled sarcomata; 6 are described as endothelioma ; 
while 7 are said to have been mixed tumours, and are called sarcoma 
carcinomatodes. From the details given there appears to be no good 
ground for the last term; with one possible exception the tumours 
thus designated appear really to have been sarcomata. Of the 
20 patients affected, the age of the youngest was twelve and of the 
oldest sixty-three ; 7 were women of fifty years of age and upwards. 
Of 4 patients under the age of twenty, 3 were affected by round- 
celled sarcoma. Of the 20 patients operated upon, 7 died—3 within 
the first four days after operation, and 4 others in less than half 
a year. The time that has elapsed since the operations is too short 
for the estimation of remote results; one patient at least is living 
and well four years after removal of the tumour. The prognosis after 
operation is bad in cases where both ovaries are affected ; where 
only one is diseased the outlook is fairly good. This observation 
fits in with the frequency of bilateral affection in round-celled 
sarcoma, the special malignity of which variety is generally recog- 
nised. The question of the removal of the second ovary where it 
appears at the time of operation to be sound is considered, and the 
author concludes that in patients aged forty and upwards the sound 
ovary should certainly be removed; in younger patients he is of 
opinion that the sound ovary may properly be left, the patient after- 
wards being kept under constant observation so that the ovary may 
be removed on the first sign of disease. Most operators, we think, 
would not agree with this recommendation, but would prefer to 
remove the second ovary in any case where one is affected by an 
undoubted sarcoma. as We 
Primary Carcinoma of the Urethra in Women (VINEBERG: 
Amer. Journ. Med. Sciences, July, 1902).—The patient in the author’s 
case was thirty-six, and had borne three children, the youngest being 
nine years old. For years she had suffered from frequent micturition, 
and for the last six months before observation she was troubled with 
a burning sensation in the region of the urethra, and with smarting 
pain when passing water. No blood or discharge had been noted. 
The author found the patient well nourished, but somewhat anzmic. 
The meatus was normal, but a little dilated ; just within its margin 
appeared a firm growth which seemed to involve the lower two- 
thirds of the urethra. It completely surrounded the canal, but was 
thickest posteriorly and laterally ; the affected part of the canal was 
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as thick as a small thumb. The vaginal mucous membrane was not 
adherent. The vesical sphincter and the entire mucous membrane 
of the bladder were unaffected, nor were there any enlarged glands. 
Vineberg excised the entire urethra, and found that he had cut into 
the sphincter, so he passed a catheter into the bladder and narrowed 
the sphincteral opening by a couple of sutures, as though it were a 
torn sphincter ani. The patient could not retain her urine, and a 
plastic operation was performed three months after the first, but two 
months later there was little or no retentive power. The general 
health of the patient was excellent, and no evidence of recurrence 
could be detected. Further operative measures were contemplated. 
True urethral carcinoma as distinguished from the vulvo-urethral 
type is very rare. Ehrendorfer collected 7 cases of the former and 
20 of the latter disease. Vineberg adds 7 new cases, including both 
varieties ; reports of clinical appearances are not always clear enough 
to distinguish instances where the meatus and vulva around it were not 
involved. The 7 cases include 3 from American sources, all published 
since January, Ig0I, 2 recent German cases, and 2 British (McGill, 
Lancet, vol. ii., 1890, p. 110, and Kynoch, Brit. Med. Journ., vol. i., 
Ig0I, p. 1208). In Vineberg’s case the growth was a flat-celled 
carcinoma. A. D. 

Opening of Left Ureter into a Utero-Vaginal Cyst of the 
Wolffian Duct (Zeitsch. fiir Geburts. und Gyndk., Bd. xlvii., Ht. 3).— 
RoBERT MEYER gives a minute and detailed account of inter- 
esting conditions that were found in the body of a new-born 
infant that had been preserved for many years in the Pathological 
Institute at the Berlin University Frauenklinik. There was a con- 
dition of hypospadias, the vagina opening into the posterior wall of 
the urethra. Below this opening the urethra, or more correctly 
speaking the uro-genital sinus, was continued for a length of 5 mm., 
and opened into the vulva by a cleft 10 mm. high. This opening, 
apart from the absence of a hymen and of a second opening, might 
have been taken for the orifice of the vagina. 

The condition of most interest in the specimen was the presence 
of a cyst which formed a tumour-like swelling along the left side of 
the vagina and the lower part of the uterus. The cyst was wider 
above and narrower below; it displaced the uterus and vagina to the 
right, and projected into the parametrium and paravaginal tissue. 
In the lower part of its course the cyst gradually came to lie more 
forwards, and at the lowest part of the vagina it was narrowest and 
lay completely in the anterior wall. At its lower extremity it ended 
blindly in the left lower part of the urethro-vaginal septum on the 
same level as the opening of the right, unusually well-developed, 
Wolffian duct. The upper end of the utero-vaginal cyst was found 
on close examination to be continued into a canal which rapidly 
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became narrower and ran upwards and outwards in the mesosalpinx. 
The left ureter was normal in course and relations in the para- 
metrium, but below the level of the vaginal portion of the cervix it 
came into relation with the lateral wall of the utero-vaginal cyst. 
In its further course the ureter seemed to merge in the wall of the 
cyst, but tran$verse section showed that it was continued as a 
separate tube over the front of the vaginal part of the cyst to the 
neighbourhood of the bladder; in this part of its extent the ureter 
was dilated; further down it narrowed again, and finally, at about 
the level of the middle of the urethra, turned sharply backwards to 
open into the utero-vaginal cyst. The wall of the utero-vaginal cyst, 
which varied much in thickness in different parts, was composed of 
an external layer of muscle with an internal layer of connective tissue 
and a lining of epithelium which had been partly destroyed in the 
specimen. The epithelium was well preserved in the depressions 
between the folds and prominences of the lining wall of the cyst. It 
was formed by a single layer of columnar cells except at the lowest 
part, where there were several layers. The canal in the mesosalpinx 
into which the cyst was continued at its upper end was lined with 
a single layer of cylindrical epithelium. 

After examining in detail the development of the ureter, Meyer 
concludes that the utero-vaginal cyst in this case was developed from 
the left Wolffian duct. From the practical point of view the case is 
noteworthy. If the infant in whom these anomalies were found had 
grown up, as might very well have happened, urine would have con- 
tinued to collect in the cyst, and might eventually have found its 
way into the vagina. In such an event the opening would have been 
in the anterior wall of the vagina, and might easily have been taken 
for a urethro-vaginal fistula, the operative closure of which could 
only have done harm. T. W. 

A Contribution to the Study of Teratomatous Tumours of 
the Abdomen (BrouHa: Rev. de Gynécol. et de Chir. Abd., May and 
June, 1902).—A careful description is given of a retroperitoneal 
tumour, removed from a woman aged twenty-six, by Fraipont of Liége. 
The sexual organs were quite normal. The tumour was situated 
behind the posterior parietal layer of peritoneum, and in front of the 
aorta and kidneys; it was quite distinct from the kidneys and 
suprarenal bodies. The enucleation of this tumour was difficult and 
tedious. The patient did well at first, but the cavity from which 
the tumour had been enucleated suppurated, and death occurred 
from exhaustion a month after the operation.* 


* Ata recent meeting of the Obstetrical Society of London, Mr. Alban Doran 
stated that a study of the literature of cases of retroperitoneal tumours situated 
similarly to the one here reported, showed that their removal was nearly always 
followed by a fatal result (see above, p. 244). 
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The mass removed was the size of a man’s head, and consisted 
of a solid central portion and two cysts situated at opposite poles of 
the tumour. 

The solid part was formed for the most part of a dense fibro- 
muscular tissue, in which the fibrous elements predominated. 
Throughout this were scattered masses of adipose tissue and 
cartilage, while in a few places nerve tissue (fibrils and ganglion 
cells) was to be seen. There were a few small cysts lined by 
cylindrical epithelium ; into some of these cysts there opened the 
ducts of glands, which had the appearance of salivary glands; in 
other places the lining epithelium presented a villous appearance, 
like that seen in a section of Fallopian tube. 

The lining membrane of the two large cysts presented areas 
having totally different appearances to the naked eye and to the 
microscope ; these areas were sharply defined from each other. 

Four different structures were observed : 

1. The walls were composed of the fibro-muscular stroma of the 
tumour, and there was no lining of mucous membrane. 

2. The surface of the cyst was covered with several layers of 
hypertrophied connective-tissue cells. This produced an appearance 
very similar to that of the decidua of pregnancy. In these the large 
cells had undergone pigmentary degeneration. 

3. The lining resembled the mucous membrane of the stomach. 
There were tubular glands, which extended down to a well-marked 
muscularis mucosz. There was a fibro-muscular submucous layer 
of tissue. 

4. The cyst was covered by a mucous membrane having the 
appearance of that lining the larger air passages. It had a wrinkled 
surface, lined by many layers of stratified epithelium, the epithelium 
of the surface being cylindrical and ciliated. The folds of this 
epithelial lining formed a sort of gland tissue. In some places the 
epithelium had undergone pigmentary degeneration. Beneath the 
surface epithelium was a laver of adenoid tissue limited by a 
muscularis mucose. Below the muscularis mucose was a richly 
vascular layer of connective tissue, in which were scattered clumps 
of glandular tissue resembling in structure the tissue of salivary 
glands. 

The writer quotes seven similar cases collected by Lexer,* and 
very exhaustively discusses the theories explaining the origin of 
these ‘mixed teratomatous’ tumours. G. D. K. 


* Arch. f. klin. Chirurg., Bd. xl. 
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GLASGOW OBSTETRICAL AND GYNAZECOLOGICAL 
SOCIETY. 


Meeting, Wednesday, May 28, 1902, Dr. Rowert JARDINE, President, 
in the Chair. 


Dr. T. K. Datziet read notes on Three Cases illustrating the 
Influence of Disease of the Ovary on the Colon. In Case 1 the 
patient passed considerable quantities of membrane, and suffered from violent 
attacks of diarrhoea, associated with rectal pain and tenesmus. Laparo- 
tomy was done with the object of relieving the great distress by making 
an anastomosis or removing possible adhesions, but the colon was found 
normal. <A diseased ovary was, however, removed. Since operation the 
patient has practically had no further trouble with diarrhoea. In Case 2 
the patient had symptoms of nervous colitis to an excessive degree, the 
bowels often moving ten or twelve times a day. Medicinal treatment 
proved useless, while removal of the vermiform appendix by another 
surgeon was equally unavailing. Laparotomy was performed, but only 
the ovaries were removed, as these were found diseased. Since operation 
there had been no return of the colitis. In Case 3 the patient suffered 
from persistent constipation which resisted even enormous doses of purga- 
tive medicine. The patient had been a confirmed invalid for three years. 
The uterus was retroflexed, and the left ovary enlarged. An exploratory 
laparotomy having been advised, the operation was done, and the colon 
found flaccid and distended. The diseased ovary was removed, and the 
uterus ventrofixed. The power of the colon returned in a few days, and 
now a simple laxative suffices to evacuate the bowel. Dr. Dalziel was 
of opinion that these cases might tend to throw some light on a possible 
cause of nervous colitis. 

Dr. ALex. MAcLENNAN read a paper on Digital Examination of the 
Endometrium. He detailed two cases, and then referred to the indications 
for such manipulation as a preliminary to curettage. Hemorrhage was 
the chief indication, and he held that many conditions might be overlooked 
by using the curette without a previous digital exploration of the cavum 
uteyi. Dysmenorrhcea should also be similarly dealt with. He describes 
Falk’s* technique in full, but he preferred a simple method, where after 
thorough cleansing of the parts the cervix was dilated to admit a tent of 
8 to 1o mm. diameter. In sixteen to twenty-four hours he removed the 
tent, and completed the dilatation of the cervix with Hegar’s dilators till 
the finger could be passed. This method obviated the laceration which 
rapid dilatation usually caused. 


* Falk, ‘Ueber die Austastung des Uterus, Zéschft. f. Prakt. Aerste, 1898, 
No. 23. 
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Dr. A. W. Russe. showed specimens and read notes on Two Cases 
of Intestinal Foreign Bodies. In Case 1 the patient had severe 
attacks of abdominal pain and diarrhoea, while she was losing flesh. Hard 
nodules were felt, and a diagnosis of inoperable malignant disease of the 
bowel made. Several weeks later three large cubical oatstones (adenoliths) 
1 to 14 inches in diameter were passed pey rectum, and the symptoms dis- 
appeared. In Case 2 piece of lint had been left in the abdominal cavity. 
Five months later the abdomen was again opened, owing to persistent 
symptoms of cramp-like abdominal pain and swelling of the legs. The 
lint—size of a hen’s egg-—had perforated the small intestine. 














Reviews 
REVIEWS. 


AMERICAN Gyna&coLocy, Vol. I., No. 1, New York, U.S.A., July, 1902. 

We offer a cordial welcome to the new monthly journal of which this, the 
first number, has just reached us. Although numerous periodicals devoted 
to obstretrics and gynecology already exist in the United States, it has for 
some time been apparent that there was room for a journal that should be 
really representative of American gynecology at its best, and that should be 
strong enough, editorially, to insure the rejection of contributions that fail 
to come up to a reasonably high standard of merit. Such a journal has, 
it would seem, at length made its appearance, and in its general style 
and arrangement as well as in its business features (for it is owned and 
controlled by a company consisting entirely of members of the medical 
profession) it bears a strong resemblance to this JouRNAL. We are not 
going to quarrel with it on that score, preferring to regard it altogether as 
a compliment to ourselves that we have in so many points been thought 
worthy of imitation. The editorial board is a particularly strong one, and 
the long list of collaborators includes the names of a very considerable 
proportion of the leading gynecologists of the United States. 

The contents of the first number, if they do not display any very 
startling originality, are of a standard of excellence which augurs well 
for the future of the journal. Five out of the six original communications 
are papers read (or taken as read) before the American Gynecological 
Society at its annual meeting held in May last* at Atlantic City, New Jersey. 

The first is of special interest as furnishing another undoubted example 
of ovarian pregnancy, and sets us once more wondering how many cases 
we, blinded by authority and by preconceived theories as to the impossi- 
bility of the ovum becoming fertilized before it leaves the ovary, may 
have had the misfortune to overlook. Dr. Thompson’s case is well 
recorded, and the illustrations are good, the one taken from a photograph 
of the entire specimen being unusually distinct and genuinely illustrative. 
Of the remaining original communications, mention may be made of a 
practical article on Alexander’s operation for shortening the round liga- 
ments, written by Dr. Clement Cleveland, who has had much personal 
experience of the operation, has watched its results, and is a thorough 
believer in its value. Following Dr. Cleveland’s article is one by 
Dr. J. Wesley Bovée, of Washington, on the operations that have been 
practised on the utero-sacral ligaments in the treatment of retroversion of 
the uterus. The present writer is unaware of these operations having 
been performed in this country, and he doubts whether Dr. Bovée’s 
article will prove sufficiently convincing to be the means of introducing 
them. At the same time, such an article is useful, if only to keep us 
informed of what is being attempted in the way of further operative relief 
of a condition that, when uncomplicated by adhesions, we in this country 
are not now in the habit of regarding very seriously. 

The last of the six original articles is by Dr. C. P. Noble, of Phila- 
delphia, and serves to remind us that the new journal differs from our 


* The date ‘1go1’ in the footnote on p. 45 is an obvious misprint for ‘ 1902.’ 
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own in that it embraces abdominal surgery within its scope, following in 
this respect the example of the Revue de Gynécologie et de Chirurgie 
Abdominale, edited by Professor Pozzi. Probably this difference in scope 
between the leading gynecological journals of different countries points to 
a corresponding difference in the professional customs of those countries, 
and the gynecologist of France and of the United States may not be in 
the habit of so generally restricting himself to his own province as is the 
British gynecologist. Dr. Noble’s paper consists of a series of three 
well-observed and well-recorded cases of rare operations performed upon 
the urinary organs. Two were cases of nephrectomy—one of them 
undertaken for hypernephroma of the kidney, the other for papillary 
carcinoma of the pelvis of the kidney. The third was a case of removal 
of a stone from the left ureter in a male by the extraperitoneal operation. 
To the clinical descriptions are appended pathological notes by Dr. W. W. 
Babcock, and the paper is enriched with four illustrations, of which two are 
very beautifully printed in colours from drawings by Margaretta Washington. 
One or two books are reviewed; an index of current (gynecological) 
literature is given (the index being on the same lines as the one in this 
JouRNaL); and the number, consisting altogether of 112 pages, concludes 
with a series of classified abstracts, somewhat limited, perhaps, in 
number, but, on the other hand, full enough and accurate enough to 
serve a really useful purpose, which cannot, alas! be said of all abstracts. 
We cannot close this notice without complimenting the editors and pub- 
lishers on the generally tasteful appearance and careful printing of the 
journal. We most heartily wish them success in their new venture. 


Tue American ItLtustratep Mepicat Dictionary. By W. A. Newman 
Dorland, A.M., M.D., Assistant Obstetrician to the University of 
Pennsylvania Hospital, etc. Witi numerous illustrations and 24 


coloured plates. London and Philadelphia: W. B. Saunders and 
Company. 


This handsome volume of over 700 pages deserves to find a place 
in every library and upon the shelves of every scientific practitioner of 
medicine or surgery in any of its branches. Dr. Newman Dorland has 
produced a work which contains a great amount of well-arranged and 
accurate information, and evidences the possession by its author of an 
encyclopedic knowledge. Latin or Greek derivatives are given, where- 
ever such exist, and pronunciation is indicated by phonetic spelling in the 
case of every word. Occasionally this device appears to be unnecessary 
to an English reader, and even confusing to a foreign student of the work; 
thus, on p. 605 he is told that sleep is pronounced s/ép. Here and there is 
found a piece of information not strictly medical; thus, on p. 374 we find 
‘Maraschino: a liqueur prepared in Italy and Dalmatia from cherries.’ 
The illustrations are all well executed, and are of great service in supple- 
menting the necessarily brief definitions in the text. 

In these days of rapid progress some such aid as this book offers is 
sorely needed by the majority of practitioners of medicine, who find their 
current reading hampered by the introduction of so many terms which are 
quite unfamiliar to them. We can cordially recommend this book as a safe 
and useful guide through the labyrinth of modern medical terminology. 





